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ABSTRACT ' ' 

Forty-four scales are -described that access 
psychopathology and/or behavior problems in children (under -18 years 
• E ? cl I ld6d a * e tests of intelligence, intellectual* 

cept ion , 

for 

: fl ,_: — - — >- ^r- -a* Lcamui, me tui iciu \ reportea since 
1967), hay c v 'be.en'used in at least orte research study, have undergone 
some testing as to feasibility, a*id have some available .psychometric 
data;. The scales are divided into psychiatric interviews, general 
psychdpathology, scales, ° specif ic syndrome Scales (hyperactivity, 
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scales; Each scale is reviewed as to its purpose, method of obtaining 
information, informant, scfale properties, content, and psychometric 
properties (extracted in summary in a table for ease of .review). 
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FOREWORD 



T^is monograph is one in a series of monographs initiated by 
the >.vision of Biometry and Epidemiology as part of its efforts to 
keep the scientific community abreast of current developments in 
mental health research. v 

' ' I 

The summarization the 44 sra les th tables 1-3 allows an 
interested investigator to ascertain that s^ale with properties mos? 
suitable to a given study group. As the authors of this monograph 
state,! however, the child assessment field is a rapidly growing one, 
» and investigators are urged to contact the developer of a scale ' 

- prior to 'its use. A list of scale developers with addresses and 
telephone numbers is included m the monograph.- 

The Divis,ioa/of Biometry and Epidemiology (DBE) intendsto 
assist the fieid n the development of a scale suitable for large - 
scale epidemiologic studies of children and adolescents. In 1977 * 
DBE initiated a major program to assess the, treated^and untreated 
prevalence and incidence of specific psychiatric, disorders in the 
general population aged 1.8 and over. * To accomplish this, new 
scale, the Diagnostic Interview Schedule * (DIS ); was developed with 
assistance from DBE. Action has been taken by DBE tp develop a DIS 
appropriate to children (DISC). - , 

-The Center for Epidemiologic Studies recognizes the need, 
\ however, for a diversity of scales and approach by researchers in 

tHe attempt to understand psychopathology and behavioral problems w in 
children. To those engaged in the 'development of scales and "to 
, those engaged in the use* of such scales, best wishes for success are 

- extended. 

J 



i 



Ben Z. Locke, Chief „ * ~~ 
Center for Epidemiologic Studies 
.Division of Biometry & Epidemiology 
National Institute of" Mental Health 
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diagnostic Interview for XhiLdren and Adolescents 

' V 

Barbara Herjanre, M.D. 
Sr. Louis Children's Hospital 
500 South Kings Highwav Boulevard 
P.O.. Box*l487l ' " 
St. Louis, 'Missouri 63178 
Phone: (314) 367-6880; Ext. 353 

» 

Mental Health Assessment Form* 



Clauire Kestenbaum, M.D. 

Hector Bird, M.D." 

Division of Child Psychiatry 

St. Luke's Hospital Center 

411 West l ll4th Street 

New York, \ 7 ew York 10027* 



Interview Schedule for Children and Children's Depression Inventory 

Jiarika Kovacs, Ph.D. / '* ' 

Western Psychi-atric Institute " * 

3811 O'Hara Street . • / 

Pittsburgh, Pennsylvania 15261 . 
Phone*: (412) 624-2043 — ^ 

* 

Sc-reening 'Inventory ' " 9 
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Columbia University 
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N T ew York, \ T ew .York 10032 ' 

Phone:* (212) 795-0211 " ' * • 

Kiddie-SADS * , ' " ^ 

Kim Puig-Antirh, M.D. . . • 

New York State Psychiatric Institute 
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.ChMd. Behavior Checklist " ' ' - 

Thomas^Achenbach, Ph,D. s ' _ • t, 

National Institute' of Mental Health' , 

Laboratory of Developmental Psycho l*ogy s ' * 

9000 Rockville Pike, Building 15K , p 

Bethesda, v Maryland 20(71% * 

Phone: ( 301) \96-4#3l/4432 ' •* « 

* • 

t 
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Childhood Personality Scale 

Donald Cohen, M.D. 

Yale* University School of Medicine 

Child Study Center 

333 Cedar Street 

Nsfw Haven, Connecticut #6510 

Parent Questionnaire and Teacher Questionnaire 

Keith Conners, Ph.D. >} 
Children's Hospital National Meciical Center 
111 Michigan Avenue, N.W. 
Washington, D.C. 20010 

Children's Affective Rating Scqle 

Leon Cytryn, M.D. , 

National Institute of MentaL Health 

Biological Psychiatry. Branch 

Building 10, Room 2N210 c 

Bethesda Maryland 20205 .* 
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Minnesota Chile} Development Inventory 
i 
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Un^ersity of Minnesota Medical Center . 
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'Symptom Checklist 



♦Martin' Kohn ■ 
White Institute 
20 West 74th Street 
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> V 

• Hyperactivity and Withdrawal Scale 

Richard Bell * j ' 

Child Research Branch ^ 

National Institute of Mental Health 

Building 15K 

900U Rockville Pike 

Bethesda, Maryland 20014 * 
Phone: (301) 496-1091 



ERIC 



7 



Louisville Behavior Checklist 

Lovick Miller / 
Child Psychiatry Research Center 
University of Louisville 
P.O t Box 1055 A v 

608 South Jackson StreeC 
Louisville, Kentucky 40201 % , 

* \ 
Behavior Problem Checklist 

Herbert Quay 

Director, Problem in Applied Social Sciences 
P.O. Box 248074 . 
JJniversity of Miami * 
Ctfral Gable^s* Florida 33124 

» * 

• Quincy^ Behavior Checklist 
Helen Z. Reinherz, Sc.D. 

Simmons College , * ' 

School of ^ocial Work < ' 
51 Commonweal th Avenue 
Bosron, Massachusetts 02*116 

Devereux Rating Scales * * 

George Spivack 

Devereux Foundation- 

Institute for Research" and Training * 

Devon, Pennsylvania 19333 

Hyperkinetic Rating Scale 

A. Davids *' - 
Butler Psychiat/ric 'Hospital 
Providence, Rhode Island 

Child Behavior Characteristics Scale 

E. F. Borgatta 
University of> Wisconsin - 

Teachers 'Behavior Rating Scale • 

Emory Cowen 

University" of Rochester Medical School a 
Department of Psychiatry - 
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SUMMARY 



Fo*t-W^ur (44) scales are described Chat assess psychopatholog\ 
and/or behavior problems in children (under 18 years of age). 
. Excluded are tests of^int el 1 igence\ intellectual functioning, brain 
dysfunction, organic^ ty learning disability, personality, infant 
development, cognitive development, perception, and projective tests. 
Scales included in this review are suitable for clinical and 
epidemiological research are current (reported since 1967),>have been 
,u*ed in at-least'one research study, have undergone some testing as to 
feasibil i t* ^ and have some available ps\choretne data. The sca^s * 
are divided 'into psvchiatryc interviews, general ^psychopatholosv scalvs, 
specific syndrome scales (hyperactivity, anxiet\ , .depression , fear) f 
and brief reports of miscellaneous scale's.. Each,. scale is' reviewed as 
to its purpose, method of obtaining inf orira t ion , ' in forran t > scale * 
properties, content, and psychometric properties (extracted in summarv 
in a table for ease of review) . Relevant references are, cited after 
the description of each scale, and the majority of the scales themselves 
are contained in an appendix, 

The field of childhood assessment is. a rapidly growing one. B\ 
the time this report^ goes to press, most scales will have been dvveloned 
further. Investigators interested in using a particular scallp are ui^ed 
to contact the developer of that scale, 
t *" 

We are most appreciative of the assistance and generous amount of 
information we received from the various scale developers toward com 
dieting this report, and it is our hope that their respective work has 
been fairly and accurately represented. 



Helen Ofcvaschel , Ph.D. 
Diane ShMomskas, M.A.- 
Myrna M. feeissman, Ph.D. 
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\ v .x , * 

Iht roduct ion * • • 

V A -proving awareness of the importance 'of ea¥l\c recognition and 
treatment of ps\ j.hopathology has resulted in increasing concern witi^ 
the identification of behavioral problems in children. % Receiu trends 
in ch^ltl psNchiatry have begun 'to reflect Ohjs interest and efforts to 
develup reliable methods of, mf orfhat ion-^at hering "and classification uf 
childhood psychopathelogv have been initiated (i.e., Larl> Clinical 
Drug Evaluation Unit [ECDEl ] ; Group for the Advancenent of Psychiatrv 
[C/C?]; .teerican Pswniatnc Association £iagnostit and Statistical 
Manual— third edition [DSM-III]). 

Mu^r. of the difficulty in achieving a svsterr of classification of- 
cuia' psychopathology has been due to a lack of uniform and s\s-tematic 
assessment procedures with children. In addition, the^need for compar- v 
abilit. in the , measurement and evaluation of behavioral disturbances of 
childhood is important for general information gathering, treatment, 
research, and questions regarding etiology. Children's problems art? 
frequently .developmental transient^ and/or lacking in prognostic 1 
'significance. Only through rigorous efforts to obtain normative data 
of what is developnentally appropriate or inappropriate can we obtain 
the information needed about those behavior patterns that are patho- 
logical and would thereby 9 benef 1 1 from intervention. Appropriate 
assessment procedures ate then required to evaluate the effects of*the 
intervention or treatment programs implemented. Finally, reliable data- 
gathering techniques would facilitate research of relevance to issues 
of the etiology of childhood psychiatric disorders. 

Relatively few t adequate , well-developed, and widely-used 
instruments are available to-assess psychiatric disorders in children. 
As a result, most investigators interested in this area of research 
have been, forced to develop their own method to evaluate those behaviors 
of particular interest to them. This report was initiated in an effort 
to facilitate communication in the child assessment field* and to aid 
investigators in identifying measures of psychopathology already avail- 
able and for. which some data have been collected. It is hoped that this 
report will ,be viewed as an initial effort to centralize and .d isseminate 
information relevant to investigators of child psychopathology and that 
individuals are stimulated to improve the techniques of evaluation that 
are currently lacking. We expect that the process of instrument devel- 
opment will require continual revision and updating, and hope that in- 
formation of this, type wil^ become more readily available to researchers. 

Air 

Selection of Instruments * 

This Veport will review forty-four (44) instruments that assess' 
psychopathological behavior In children. The review concentrates on 
instruments which focus *on the 6 to 18-year-old age group, although a 
limited number of scales have been included fchich evaluate preschoolers^ 
While every effort was made to include measures of behavioral disturbance 
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and psfvchbpathol ogv chat are of relevance Co epidemiological and 
clinical research with children, we do noC "claim to have exhausted this 
^field. In 'fact,- a frecuency count M/ all tests used in .federally 4 r 

funded research on children in 1975, Yielded a list of 1,570 available 
instruments (Hevneman . and Mintz, 1977). 

Tu maKe our task more manageable, certaift instrument* and areas of 
functioning were excluded from this report. Onlv instruments^ that wer,e 
relatively current (from 1967 to the present)*, and that'seemed to be 
in general use, were included. Altfo included were measures which had 
beer, subjected' to testing and which had some psychometric data available. 
Tests of intelligence, intellectual functioning, brain dysfunction, 
organ icj Ly , and learning disabilities were not included, nor were % any 
of the projective techniques commonlv used witfi children. These 
instruments recuire a more technical evaluation and already have an ex- . 
tensive literature associated with them. Tests of personality, infant 
development, socialization, cognitive development, and perception we\d^> 
also excluded. While these areas of functioning mav be of interest 
to investigators of child behavior, they encompass an area of study too 
exhaustive for this report. 

> 

Ascertainment • 9 ^ 

I Suitable instruments were identified by several methads . First, 
an 'initial literature search extending frcVm 1967 to the pre'sent -t 
provided information about several potentially interesting instruments. 
"Material was then generated through a more extensive search, performed 
at our request by the Washington Univers i fy Social Research Group (OCD 
Retrieval "Program) . This group* provided information on instruments 
'used by government^ "funded researctXproj ects on children, during the 
, 1977 fiscal year. * Additional measures were identified by 'personal 
I contact with individuals- wel 1 known in the field and direct solicitation 
/ of pertinent materials from investigators kno$» to the authors. 

Instrument development in this area of research is recent and active, 
and omissions which may have occurred are inadvertent. We have tried 
to update the information on each instrument as it has become available. 
Certainly, several investigators will have made considerable advances in^ 
the testing and developing of their instrument by the time th<s report 
goes to press. Individuals interested in using any of the instruments 
reviewed here should contact the original investigators forVjthe latest < 
developments. & ' ** 

Method of Presentation of Instruments 

Among the 44 instruments reviewed, there are 8 psychiatric inter- 
views, 21 general psychopathology checklists, 3 hyperactivity scales, 
and>4 scales assessing, other specific syndromes (anxiety, fear, and 
depression). A "brief* report" section includes 8 additional instruments 
which, although considered worfrhy of mention, are not reviewed in 
detail usuallv because of their peripheral relevance to the assessment 
of psvchopathology ; or their insufficient scale development; or because 

• ' - v -" • - 
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thev'^have beta extens i\ e 1 v reviewed elsewhere. 

fables are presented that summarize the diarae teristics of the . 
assessment instruments. These tables follow h format analogous to the 
text „ that is. bibles 1A and 1R describe the psychiatric interviews-: 
Tabltft 2\ to 2F describe the general psvchopathelogv checklists*; 
Tabie_3A describes the hyperactivity scales; and Table 3B describes the 
remaining specific syndrom*] scales. Copies of the instruments that we 
vye abU to obtain are contained in the Appendix, which is organized 
alphabetically*) the prirciral author of each instrument. 

Components of Revie u 

Lach instrument is described according to irs purp^oi, method of 
admnistiation^inf^rnant, characteristics,' content and psvehometric ' 
properties, as folloubi 

Purprst_. , Each assessment instrument has been categorized as either 
diagnostic or screening, according tc the investigator's evaluation of 
its main purpose. These categories are not necessnily mutuall- 
exclusive, as mary, instruments ma>' be appropriate for berth diagnostic 
and screening purposes.. In, general, however, psychiatric interviews are 
more amenable tc* making diagnostic decisions, while 'rating scales are 
mofe appropriately used as screening tools. 

' Method of Obtaining fnformation . Method refer.s to the main method 
for obtaining information, such as direct interview or self report. 
The choice concerning the method of obtaining information Should be " 
based^on factors such cost, time, efficiency, and feaslbilitv. Khile 
direct interviewing procedures* are more likelyto provide more detailed 
and higher quality data, self-report inventories are more economical and 
practical. - 

e - Informant, The informant can be the child, the parent, a teacher, 
a clinician, or some 4 other adult who knows the child. In the past, 
researches' have limited pheir evaluation procedures to obtaining infiorma 
tion only from a, child's parent, or i,n some c^es the parent, teacher, 
and/or clinician. More recent data' have demonstrated that the child is 
an important source of information, part icul arly , concerning subjective 
experiences such as anxiety, depression, guilt, and the like. 

Scale Properties. Each instrument is further described according 
to the number of items it contains, the leve* of definition of f the , 
/item, the time period it attempts' to assess, the approximate time needed 
to complete the instrument , ^whether the Form is amenable to, quantitative 
analysis (precoded or un coded) , and whether a scoring system is provided. 
If the instrument is in an interview format, the number of items are 
judged on the basis of the behaviors to be rated rather than on the 
specific questions involved in the evaluation of a behavior. The time 
period assessed and the completion time- required were not always 



i . . 

clearly stated b> the developers of an instrument. A.s a result, 
these areas were often approximated or derived as a function of the 
information available. 

f 

Content . The focus of the Instrument was alwavs on behavioral - 
problems. Some scale* also provided a systematic method of .obtaining 
information qn the child's development, pregnancy and birth complica- 
tions, intellectual func<ioning, etc. In rrder' tx> provide Investigators 
witli descriptive information alout the instruments leviewed, ut nave 
hignl ighttd some of the svndromes and symptoms of particular interest, 
detailed information about the scope of a particular sljK or 
terview should be obtained from the inst r,unu.-nt itself (usual 1\ 
|ble in tnt Appendix). 

There are several forms of* rel laSi 1 it\ 




and validit\. ' Tht reliabilit\ of an instrument may be evaluated *b\ 
integrator rel l'abi 1 i tv , te'st-retest reliability, or sp-lit-half * , 
reliability At some point, all these methods should be utilized to* 
insure an appropriate level of instrument development^ The issue of * 
validity is more difficult to demonstrate but is nevertheless also 
essential. The t\pes uf validit\ which- need to be considered include 
content validity, discriminant validity, concurrent validitv, and 
predictive validit>. In our tables, we indicate whether a scale has 
reported any reliability and 'or validity data. We do not necessarilv 
'mean to impl> from our tahles'that the scales we evaluated have^been 
demonstrated to be reliable or valid, but'onl\ that some psychometric 
data were reported for that instrument and tbat we have noted it in the 
report. , 
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Diagnostic Interview for Children and Adolescents (Herjanic & Vainer) 

v The Diagnostic Interview for, Children and Adolescents (DICJA) (see 

^Xable-1A) was developed by Herjaric and lelner. „ It is a structured 
psychiatric interview, and is designed as a diagnostic instrument for 
children between the age* of 9 and 17 vears. In; a more preliminary 
version it vas. knoun as 'the Children's Psychiatric Interview (CPU and 
was used with 6 to 16 year-old children. The current DICA is -a con- _ 
siderahle improvement over the CPI , b*ut is still "under tevision and 
must be considered preliminary. 

\hv I»'ICA is administered directl>/fo the ch^ld h\ an in tei viewer. 
*it requires approximateH 1 to 1 W2 hours to^ccvnplote and assessed 
psvchiatnc svmntvmatologv d urine the child's life tiire.^ The interview 
is pVecoded and Contains a complex scoring svstem. The DICA begins 
with, basic demographic questions and lnauires^ about school functioning, 
relationships at home, and general interpersonal functioning. It 
c ovje rt> / the SJi agnostic categories of Conduct Disorder, Drug and Alcohol 
AbuW, Depression, Mania, Phobias,, School Phobia ^ Obsessions and 
Compulsions, Anxiety Neurosis f BiTquet's', Depersonalization/Derealization. 
an<f T&ychosis. Questions on enuresis and encopresis are included j^fi 
addition to sections dealing with sexualitv, insight/ judgment, * 
orientation, and memory. - »G 

Analysis of this interview has thus far been reported only, for the 
>reHmmar> CPI version. The CPI was administered to 30 bovs and 20 ^ 
girls (aged 6/to 16 yea-rs) , selected at .random from a^ children's mental 
health clinic. Interrater reliability scores ranged from .80 to .95 
with a -mean of .89. Co-ratings showed an average agreement fcf .84. 
Comparisons of parent and child responses ' (for parallel instruments) f 
. showed an average agreement between items of 80%. No significant ^ 
_ differences were found for content by age grottp , although, by sex, girls \ 
-showed a consistently higher level of agreement with their parents. 1 
Testing to establish discriminant validity has been promising and 
attempts at obtaining diagnostic validity are in process. More recent 
information on DICA testing is not yet available, although the work is 
/underlay. 

<\ 

- The DICA is a very promising diagnostic instrument with consider- 
able epidemiologic potential. Questions are well phrased and diagnostic 
y categories appear theoretically sound. The authors are aware that ■ \ 
' further testing and** r e f inement are necessary anc\ are in the process of 
collecting the necessary data. 

• ' \ 
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* Patent Interview (Herjanic & Kelnerjf 

The Parent Interview (PI) (see Table 1A) was developed by 
Herjanic and Welner as an information-gathering 'and diagnostic instrument 
> ll is a structured interview designed .to assess, psychiatric disorder 
In children between the ages 'of 6*\and 16 vears. 

'. . r ' , x / 

The PI is administered to the parent by a trained interviewer. 
It requires approximately 1 hour to complete and covers a&broad range 
of behaviors and symptoms. The time period assessed is not ^f>licitly 
stated but. appears to be the life time of* the child or children in 
'-question. The form attei%ts to ascertain information on al\ the children 
in a family, sinultaneousl> . No clear scoring svstem js as vet apparent 
and the form is not currently precoded. : 

.The PI begins with -basic demographic questions 'about the family, 
together with questions abbut pregnancy and birth complications. The 
parent ;s then as-ked about .the earlv development of each, of the children 
in the famil>, which includes questions on hyperactivit v , speech problems 
enuresis, and the like. In additipn, the parents are asked about home 
adjustment, the children's relationships with peers, school functioning 
and treatment history. The diagnostic categories covered by the PI 
include: Conduct Disorder; Phobias; Obsessions; Compulsions; Depression; 
Anxiety; and Psychosis. The PI also includes questions concerned with 
somat ic ^complaint s , physical symptoms, and sexual experiences. 

ThelPI was administered to the mothers of 50 clini\? children. The 
children were also interviewed, as was described in another report (see 

* the DICA review). The average agreement between the parent's ahd the 
child's responses was 80J.. Agreement between the two' sources^ tended to 
be* highest on the factual items and lowest on the mental status items. 
Children were often found, to be better informants on subjective items, 
while the mother/ s responses were more reliable for objective questions. 

The PI is a promising diagnostic instrument for use In epidemiologic 
and .clinic studies. The interview it-self is often cumbersome and the 
concept of obtaining information on several children simultaneously is 
unwieldy. A stated time perspective for the symptom clusters is 
necessary and a precise rating system for most^of the items should be 
established. Overall, in its current tform the PI must be considered 
preliminary and still in the developmental stage. Further refinement 
of the instrument is 'underway. 
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Mental Health Assessment Form (Kestenbaum & Bird) ' 

The Mental Health Assessment Form (MHAF) '(see Table 1A) was 
developed by Kestenbaum and Bird as a> screening, inbtrumont, for the, 
clinical assessment of school aged children (7 to 12 vears oldj. It 
was originally designed as a tool for collecting standardized data on 
a satr.ple of children with schizophrenic parents, in an effort to 
identify vulnerability to pa^holo^y. 

The M}IAjF # ls^not actually a ps\chidtrit interview* but , rather, a 
rating form t-hat is used as an outline', around vriieh a ser ^structured 
interview is conducted. The length 'of the interview mav varv consid- 
erably although- it is suggested that' approximately 45 minutes is * * 
adequate. There are about 180 defined items to be rated on a variable 
scale with mosft iters scored from 1 to 5 (ranging from no deviation 
to marked deviation). Specific instruction -regarding the tine period 
assessed is left unclear, but the items appear to refer to "current" 
, functioning, ^ht' form is precoded and contains a separate score s-heet. . 

The MHAF contains two majo,r Sections which 'are further subdivided 
into a number of areas. the first section is rated on the basis of the' 
interview's observations of thu child and includes- item"* in Che .areas 
of physical characteristics, motoric behavior and speech, interpersonal 
relatedness, affect-, and language and thinking.'/ The second section of 
the form is rated on the4>a s is ot material the interviewer has Elicited 
fron Che child during their interactions, and includes categories dealing 
with feeling states, interpersonal relations, dreams and ,f antxis ie.s , . 
s^lf-Lofrcepn moral judgment, and general level of adaptation. 

. A trained mental health professional, skilled ch»i 14. interviewing 
techniques, is 'assumed Co be required to do the interview and ratings. 
The ratings are based P n # "accepted clinical impressions about normalitv." 
A half r hour videotape demonstrating the use of the MHAF is avaiLable? 
A form for use with adolescents (ages 13 to 19) is also being developed 
bv the authors. It contains, additional items 'in such^areas as drug abuse, 
alcoholism, and sexual behavior. This form is still in the . prft iminary 
phase of development. 

f * * 

Results of the MHAF have been reported for 35 children in the 

following three groups: _7 children with a schisophrenic- parent ; 2 



- w - w • - — ^ o x <,u(j in bii^u pai cut , i. • 

children with a maTnrc-de^pressive parent; 'and 26 children with a " • 
"normal" parent. Interviews were videotaped and independentlv rated bv 
three child psychiatrists. Reliabilities among raters ranged' from .43 V - 
to .94 for items on. which some variance was present. ''"High" reliability 
was reported for items in the Feeling States, Interpersonal Relationships 
Self-Concept j and Mor-al Judgment sections. Poor reliability was found 
for General Level' of Adaptation and Use of Defense Mechanisms. 

The items 'of. depression, anger, anxiety, disturbed relationship , 
with mother, aggressive behavior, covert aggression, bizar reness' of 
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d'reams , *arid distrW^wuv between perceived and ideal self were tound to 
disc r lminat e between t-n children uith psychiatrical iv disturbed par*nt^ m 
and tht children wifh normal parents. A validity study comparing the 
interview results of 3u clinic children tr clinician ratings has also 
bee'n completed. , Pret ir.inar\ findings suggest fgofrd" validity^ Da 3/> items, 
particularly anxiet* and depression. Man} of the items cffuld not bl ' « 

.assessed because* of a lack of variance in the ratings. ^ ^ 

Jk - ' 

* The MliAF jrequii es- a ^ocd deal more testing. Pan v. of the items are 
un,leir in meaning and ha\e questionable placement in the text of* die 

T'tervieu < 1 ,e. , .nvisturbatorv activil\ is rattd as a motor behavior 
aio'i* with lti-rts s'j^b is t Kb and Hf^emorsT . The ratings of many'-fte-ms 
r t 'iiri * subject interpretations of behavior" bv the! interviewer 

li e.> iv> t'ntruitv, character of fantasy). ' Tnese* rat ings coul<£ be 
improved if V^nfmtd to the evaluation of specified and Observable be- 
h«»vXc«rs.- Kel;ahiliV\ stores repcjrtetf thus far on the'MHAF have been* 
p^or ^t. man> ltem^. In addition, a better lest-^of reliability fror the 
interview as a wU U> would be generated bv a" tesU-retest situation, 
using different interviewers. Discriminant validity Y&s vet to J>e* _ 
demonstrated, since initial data were reported for a Wrv small- sample*, 
of children. The authors have indicated that/* tjie P&t&f is still in ' 
revision and that tbe> are att-espting to improve 'the' spec i f icity of 
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Interview Schedule for Children (Kovac.s, et al/) 

The Interview Schedule for Children (ISC) (see Table 1A) was 
developed bv Kovacs, et al., primaKlv far the purpose of assessinp ' 
depressive symptomatology and relatid b'ehavior disturbances It is 
a structured psychiatric interview designed as a diagnostic instrument 
^ tor use with children between the ages of 8 and 13 vears. 

Tl ie ISC is administered direct}* to the child bv a train**) ln ter- 
viever with clinical experience. It requires approximated 35-45 
minuted to complete and assesses psvchiatric symptomatology dunnp\he 
. pas. two weeks or sine, the onset of the current disorder. It includes 
about 37 •svn.ptor., or symptom clusters." Items an/mings are define.* 
and the foru is preceded. 

The hi begins with a feu minutes 5f semistructured oues'tioning ' 
during-^hich the interviewer establishes rapport with the child and 
- f It n<nUre and duratl0n ° { ^e problem. This initial portion- 

o the-nrmretrr, followed by structured questioning to systematically 
V det*rmine the presence of the specific sympt on" pic t^re . Symptoms are " 
generally ra.ted on a 0-3 to 0-8 scale (depending on seventh, although 
> some items are categorical or rated as .present P r absent. Diagnostic 

categories .or system clusters covered bv^the ISC include the following- " 
Depression (i.e.. dsvphoric mood, vegetative disturbances, guilt 
. suvcidal behavior, ideation, somatic complaints, etc . ) ; vCbnduc t Problems 
fighting, truancy, stealing, etc.); School Phobi^Drug Abuse; and 
Psyuiosis (i.e., delusions, .hallucinations, etc.). - ^ < . 

/KTnd ^ reUm J narV ^Ivsis'of the ISC was bas*€ on data from 39 clinic 
^ind .0 nonclinic children betueen the ages/of 8 and 13 vears Inter- 
rater reliabilities for the individual items ranged from U to 98 
^ost of the items had acceptable reliability scores, usuallv greater 

* Principal component factor analysis was also performed on 
the ISC and resulted in J«ve factors. These factors included a ) 
Depression Factor, a Hvpfract ive/Elated Factor, a Behavior Problem > 
Factor, A Psyrhoticism Factor, and a StTic idal/Suspic iousness Factor. * ' 
f Relatively good discrimination between the clinic and nonclinic * * 

children was also reported. f 

ft 

- / Tlie ISC appears to he a good instrument for assessing depressive 

symptomatology and a limited number £f other behavioral problems in 

.children. , T>ie questions rfre generality well phrased, and the depression 

.- section is consistent witla known empiheal findings. The range of the c 

ratings seems_ occasionally arbitrary and 'addit ional work is needed to 

establish reliability, and validity. Finally, the item on ■' 

- repetitious worry/obsessional concern" is unclear with regard to its 

k CU 1'^ S ° Ch the rf>ad ? r is "certain whether the item concerns 
broodlrtg or obsessive thoughts. 
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Screening x lnventorv (Langner, Cerstee & Eisenbergfr' 

The Screening Inventory (SI) (see Table IB) was developed'^ 
langner, Cersten, and Eisenberg to assess psvchiatric impairment in . 
children from 6 to 18 vears of age. It is designed for use in comr%nltv 
samples as' a general screening instrument rather than as a diagnostic ' 
tool. The s-cale uas intended to be descriptive and to repiesent a wide 
range of behaviors Hth predictive value for psvchiatrK disorder. 

-r 

The-SI is composed of three sections: (1) the background sectlor 
consisting of 11 demography iters; (2) 'the child section consisting of 
*0 chilc^ behavior item; and U) the parental secU^n consisting of 
« 3- parental behavior iteVs. There are also two f.rms of the SI, an . 
M-form designed to be administered to the child's parent, and a C-form 
designed to be administered to the child. Direct administration of the 
Otorm, however, is limited t children 14 years of age or older. The 
inventory lte ms are specif u, defined, and have preceded corresponding 
ratings. Whil^ the time period assessed is not clearlv stated, the 
instrument is intended to correlate with "current impairment." The 
questionnaire is generally administered as a structured interview (but 
probably can be irdaptfed fur use as a setf-report) . Completion time is 
approximately 20 minutes for a trained interviewer. The SI is accom- " 
pan led by instructions and scoring sheets, age- and sex-specific norms,, 
and a scoring procedure. 

The original -SI consisted-of 654 items measuring the child's 
■ functioning with parents, siblings, peers, and In school. The mothers 
of 1#34 .randomly-selected children and 1,000 wel f ar e-suppor t'ed 
children were interviewed for 2 to- 3 hours each. Male and female 
children were included in Che sample which represented all age groups 
between 6 and 18 years. Jhe mother's responses to the questionnaire 
were then evaluated by .two psychiatrists w^ rated the child's level of 
impairment on a 5-point scale. Interrater reliabilitv for total impair- 
ment was .84. Of the 2,034 children in the total sample, 357 were 
randomlv selected for an individual psvehiatric interview lasting 
approximately 1*1/2 hours. Psychiatrists rated these children on the . 
same 5-point psychiatr ic .impairment scale. Ratings based on the child's 
interview correlated from .33 to. 48 with ratings based on the mother's 
interview. " % 

v - 

The questionnaire was reduced from its original 654 items to 287 
items by eliminating items witTi low frequencies and condensing or com- 
bining other items Into composites. A principal component factor' 
( analysis with orthogonal varima*x rotation was performed on the 
remaining items. Eventually, 7 factors were identified which correlated 
r73 with the total impairment scores. The five items with the highest • 
loadings on each factor were selected to represent their subscale.- 
The seven factors were: Self-destructive Tendencies; Mentation Problems; 
Conflict wfth- Parents; Regressive Anxiety; Fighting; Delinquency; 
and Isolation. The multiple correlation of the subscales with overall - 
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impairment was .6**. An additional five iters were added u tjit thild 
behavior s^ale bringing it t?o a total] of *U items, with an interna 1 
consistenv\ of .7b and mterratcr reliabilitv fror .^3 to . Five 
factors* for tht parental item** art aUo reported, and include*: Mother 
Rjejtn ting ^Parental Cold^s"; Muther's Phvsica] and Emotional Illness; 
Parents Quarreling^ and Child's Mild Chronic Illness. 

An uddi t ional f orm of the SI has roientlv bet one available. This 
form is known dOthc Kanh Research Project Quest lonnai t e and is 
intended as a l rt ^cultural version of the SI C-form. It is expected 
to he ust-d in a number of countries in the .hopes of developing cross*- 
national ru»nn«y of child psvr*u s patholcy\ .* • 1 

^ The SI has a number cl valuable features as a st'rN^ning inventor*,. » -4 
Ft \ ->:ita ins a /efcuivelv sral/l nuirber of w?l l'-de fined items winch tan 
be administered with adequate rcliabiHt". It also enables investigators* 
to compare data i ith ay;e- and sex-appropriate, norms wh'Kh ha\e/ been ' 
derived from a large sample. The inventory has some limitations in that 
it is not Intended for direct administration to chiJdren under the a'ge 
of 14 and there fure relies on the parent as it.s primarv Information 
st-urte. In addition, interrater reliability for the 40 child behavior 
items was aneptable but medfrst (.43 to .66) and the correlations between 
ps\ c hiat r ist '.s impairment ratings for mother thild informants were even 

lower ( . 33 to , 4b) . 
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Kiddie-SADS (Puig-Antich & Chambers) 

The Kiddie-SADS (K-SADS) (see Table IB) was developed by Puig- 
Antich and Chambers as a children's version of the Schedule for 
Affective Disorders and Schizophrenia developed for adults by * 
Sprtzer and Endicott. The interview has undergone a number of 
revisions and should still be considered as preliminary. . ' 

The K-SADS is a structured psychiatric interview, designed prir n 
marily as a diagnostic instrument for children between the ages of 6 and 
17 years, lit is administered directly to children, as well as to 
parents about the children, and necessitates the use of a trained 
interviewer. It requires approximately 45 minutes to 1 1/2 hctas to 
complete and assesses psychiatric symptomatology during the past month 
or since the onset of the illness episode in question. 

The first few minutes of tne K-SADS involves a semi'structUred inter- 
action between the interviewer and the child, during which the nature of 
the problemOs) and the duration is ascertained*- This discussion is ' 
followed by the structured portion of the interview, which systematically 
' investigates the child ' s ^veral 1 symptom picture. Most of the symptoms 
are rated on a 1-4 to 1-7 scale (depending on severity) , although some 
symptoms are rated simply as present or absent. Each symptom is given 
an additional rating for the "past week," so that treatment change can 
be determined. 

♦ . > 

The K-SADS covers <h*e following diagnostic categories: Major 
Depression (including subtypes); Manic Disorder; Separation Anxiety 
(with or without school phobia); Generalized Anxiety; Phobias; 
Depersonalization 'Derealization ; Obsessive-Compulsive Disorder; Conduct 
Disorder; and Schizophrenia. The coding system is defined and diagnostic 
decisions are based on DSM-III criteria for the particular syndrome^ 

Preliminary testing of the K-SADS has beei> reported, although the 
number of children involved has been quite small. Inter rater relia- 
bility has been excellent £&c 'the major diagnostic syndromes and has 
ranged from .65 to .96 for individual symptoms. Testf-ret ests have been 
conducted following imipramine treatment of* depressed children and have 
demonstrated K-SADS ratings to be sensitive to changes due to drug 
tV( & meri1 • Comparisons between mother .and child interviews have also 
beeff encouraging and suggest the necessity of ascertaining diagnostic 
information from both sources. 

Work on .a life-time version of the K-SADS (K-SADS-L) is currently 
underway and revision of the K-SADS (current version) is also in process. 
Diagnostic categories have been added such as Attentional Disorder, 
Drug and Alcohol Abuse, and Panic Disorder.- Previous categories have 
been furtner, refined or' augmented so that diagnostic decisions mayv be 
more easily determined. Symptoms on the K-SADS-L are rated only for 
their presence or absence since the life-time version is not concerned 
with treatment effects but rather with a determination of overall 
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psychiatric disorders (past or present). When completed, it is hoped 
Che K-SADS-l will be useful for epidemiologic research of psychiatric 
disorders in children. Reliability and validity studies of the K-SADS-L 
are underway. 
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' ABehav..ral Screening Questionnaire CRichman & Graham) * 

"a , The Behavioral Screening" Questionnaire (BSO) (see Table ' IB) was 
* developed by Richer. an d Grahan to screen for maladaptive behavior 
t in preschoolers. The BSO is a 12-item subscHe derived from a 60-item 
interview schedule, developed to.obtain information on 3-vear-old 
preschoolers behavior, health, and development. 

The 12 items of the BSQ were selected .because of their abilitv to 
dominate between children with no behavioral difficultv (untreated) 
and, cnildren with behavioral difficultj (treated). The 1 2' behaviors 
rated are: eating, sleeping; soiling; activitv; concentration; 
relationship with siblings or peers; dependence; attention seeking; 
control; temper; mood; worries and fears. A semistructured interview 
_ _ is conducted vitb the parent r> a trained interviewer to obtain the 

information. A parent self-report version, "The Behavior Checklist," 
has alsc been developed and is discussed elsewhere in „this review. 

The 12, items of the BSQ are scored on a 3-point ranting scale from 0 
(not present) to 2 (marked difficulties). Onl/the hyperact ivit v em 
of tne BJ5Q is rated on a 2-point scale (presence/absence). All items « 
are rated for the time period of tTie last four weeks. The scale is ' 

. " ^rW C H , by ( SUlmln § 'items. A maximum score of 24 points indicates 

marked behavioral difficulties. A cut-off score of 10 or more is used 

, , to identify children at risk. 

The BSQ was standardized with several populations of 3-year-oPd 
cnildren, derived from welfare centers, nursery schools, a Cerebral Palsv 
Clinic, and a, hospital clinic, for emotionally disturbed children (da 
patients inpatients, outpatients). Tesc^recesc reliabilicvracings* 
conducted on 57'children. Twenty of the 57 interviews were' tape reclo 
• and rated by two ^interviewers . Test-revest reliability was .77, while*- 
incerracer reliability (based on taped interviews) was .94. Reliability 
on the individual items was lower than for the overall score and yielded' 
correlation coefficient's ranging from .15 to .77. The "three items 
demonstrating poor interrater reliability were: concentration; hyper- 
activity; and anxiety. Both parents and interviewers had difficulty 
assessing these items. In. addition, parents reported chat they had 
never considered whether their child worried or experienced anxiety. 

\' „ Validity of the BSQ was demonstrated by its ability to discriminate 
between preschoolers attending the psychiatric clinic and chose not 
attending che clinic. The results' of che sCudy may have been confounded, 
however, since che inCerviewers were noc always blind co che psychiacric 

* S l a T Child> 1,e " Che parenCS " nded co inforra che incerviewer 

• .°f .^%= hlld 8 «atus.. The specific items of the BSQ which were most 

. £* -1 " lv ? ° f behav i°«l problems were: soiling, mood, and dependency. 

* Other items such as sleeping, eating problems, problems with peers, were 

also predictive of Jacer behavior problems. Temper tantrums, fears and 

hyperactivity were rot found to have predictive v value . 
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The BSQ was used in several additional validation studies. The 
BSQ was used in a study of 705 three-year olds to screen for 
behavior problems. A subgroup of 205 children was chosen for a one- 
year follow-up stud>. This subgroup included 99 children with behavioral 
problems as identified by BSQ ratings of 10 points or more; -99 normal 
control subjects; ana 22 subjects diagnosed as having a delay in language 
development. The children's BSQ • was compared to independent clinical 
ratings made by a professional on each subject. After one year, 198 
v children of the central and behavior problen group, as well as 21^ children 
in the delay of language development group were re-interviewed . The 
stud\ found that children with behavioral problems at age 3 are more 
likely to have behavioral problems ^at age 4, when compared with normal 
control children. However, the presence of individual BSQ symptoms at 
age 3 did not predict outcome at age 4. Only the total BSQ score 
predicted outcome. t 

, The BSQ has demonstrated its usefulness as a screening device and 
as a method for gathering information in preschool populations. It has ^ 
been shewn to have some predictive.validity and may be useful in 
clinical settings. The authors stress the importance o'f understanding 
the significance of different behaviors at various ages in order to- 
develop a scale which predicts behavioral problems. They suggest 
developing a weighted score for BSQ items in order to improve its 
predictive abilities, since they feel that maturation accounts for, 
much of the variability in behavior in children over time. 



«^ 

REFERENCES : * * , 

— > » c 

Richman M: Is a behavior 'checklist for preschool children useful? 
In Graham PJ (ed) : Epidemiological Approaches in Child Psychiatry . 
Academic Press, New York, 197?, pp. 125-137. 

Richman M: Shc;rt-term outcome of behavior problems in three year . 
old children. In Craham PJ (ed) : Epidemiological Approaches in 
Child Psychiatry . Academic Press, New York, 1977, pp. 165-179. 

Richraan M , Craham P: A behavioral screening questionnaire for 
use with three year old children. Preliminary findings. J Child 
Psychol. Psychiat . 12 : 5-33, 1971. 1 



Rir 



30 



V 



-18- 

Isle of Wight Survey (Rutter & 'Graham) 

The Isle of Wight Survey (IWS) instrument (see Table IB) was 
developed by Rutter and Graham in an effort to obtain systematic 
information ^bout psychiatric disorders in children. Psychiatric 
disorder wa's defined by the authors as "...abnormalities of emotions, - 
> behaviour or relationships which are developmental^- inappropriate and 
ot sufficient duration and severity to cause persistent suffering or - 
handicap to cfie child and/or distress or disturbance of tte familv or ' 
community..." (Rutter and Greham, 1968, p. 153). The 'instrument was 
.^tended to be of diagnostic utility and was designed -so as to elicit 
i' intorriation directly from children between £he ages of!*7.and 12 years. 

the IWS is a semistructured interview of approximately a half hour's 
duration. It contains over 100 items dealing with interpersonal and 
behavioral aspects of the child's life. Initial questions focus on 
school,- pe^ contacts, family interactions, and spare-time activities. 
Following this, the child is assessed on 'behavior more specifically 
related to symptomatology , such as antisocial' activities, hypochondriasis, 
fears, worries, depression, and so on. Items-are rated* on a scale 
which varies from yes/no to a 4-o.r 5-point range. The time perspective 
ot the interview is unclear, but appears to emphasize "current" behavior. 
When the interview is completed the interviewer rates the child for 
probable, definite, or no psychiatric disorder, and also indicates the 
nature^of the disorder, if one is present. 

so J° examine CesC ~ ret:esC reliability, the IWS was administered to 
ay children at two points in time using different interviewers. 
Agreement between interviewers for the rating of definite psychiatric 
disorder was .84 and for probable disorder was .51. Reliability scores 
for individual items were much lower, however, particularly for behaviors 
such as mood, attention, and activity. Additional examination of test- 
retest reliability showed good agreement for the extremes of behavior 
and was less favorable on more moderate item variation. Interrater 
reliability was tested on 25 children between the ages o'f 7 and 12* years 
and produced item agreement which ranged from .63 to .95. Discriminant 
validity was examined by comparing the interviewXindings for a normal 
population of 159 children with those of^TTSputat ion of 108 children 
considered psychiatricTally disturbed on the basis' of information ob- 
tained from parents and 'teachers . Interviewers were "blind to the 
child s psychiatric status prior to the interview. Differentiation 
between the groups was good with psychiatric disorder ratirfgs occurring, 
far more frequently in the abnormal group than in the control group. 

i 

The IWS was an important first step in the development of a 
psychiatric interview for use with pre-adolescent 'children, It 
achieved acceptable reliability scores on overall impairment ratings 
and provided a useful tool f or >the initial discrimination between 
p children with and without a psychiatric disorder. The interview did 
, have difficulty, however, obtaining good interrater agreement for many 
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items and areks of functioning. This was probably due to shortcomings 
in the manner in which nam; questions were worded and the need for a 
mare clearly defined rating system. The IWS.vas not always systematic 
It? obtaining information for a particular diagnostic entity and the 
criteria for arriving at a diagnostic determination were not obvious. 
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Ghild Behavior Checklist (Achenb-acfc) 

The Child Behavior Checklist (/ifcL) (see Table 2A) is a 130-item 
scale, originally developed by Achenbach as a behavior problem 
checklist. While the initial format was designed to assess behavior on 
,the basis of <.ase history data, the present CBCL is a self-report which 
is administered to the child's parent (s) or parent surrogate (s) . A 
modified version has also been developed for teacfiers and includes items 
on school behavior and performance. * , 

The scale was designed primarily as a screening instrument to. 
detect behavioral deviations in children between the ages of 4 and- 16 
vears. The CBCL is compQsed of I parts. Part I includes 3 social 
competence subseales: 

* * 

1. the activities scale, which rates the amount and quality of 

the child's participation in sports , hobbies , clubs, and chores; 

social scale, which rates the*child's interpersonal behavior 
. others (siblings, parents, peers) and his/her behavior 

■ • r 

the school scale, which rates the child's academic performance 
and attempts to determine the presence of school problems. 

The parent is asked to rate the child on each of the items "...compared 
to other children of his/her age." Part II is made up of 113 items 
describing a variety of behavioral problems. The parent rates eaqh 
* item on a 3-point scale, from 0 (not true of child) to 2 (very true or 
often true of child). The time period assessed Is "now or within the 
past ll months." - ■ • t 

The CBCL is oh a precoded form. Data may be entered directly on a 
computerized' or hand-scored version of the Child Behavior Profile. The 
Profile provides an overview of the child's behavior, delineates how 
£he child's problems and competencies cluster, and indicates how the 
child contpares wjth normal children of his/her age and sex group. The 
Profile also produces a graphic display of the raw -scores . for the CBCL 
scales with percentile listings and T (or transformed) scores. Separate 
editions of the Profile have been normed for males and females in the 
age ranges of 4 to 5, 6 to 11, and 12 to. 16 years. 

Norms on the' CBCL are based on data obtained from 1100 children in 
randomly-selected homes. Fifty normal children of each sex and at each 
age (6-16) are included in the sample thus far. Standardizations for 
4 the 4-5 year age groups are currently In progress.' The behavior 
$ problems scales were derived by means of factor analysis (principal 
components) of CBCLs completed for 1800 disturbed (clinic) children. 
The factors were computed separately for males and females according 
to age (6-11, 12-16) and include subscales such as delinquent, depressed, 
somatic complaints, aggressive, etc. 
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* * I 

'ch, Mr!T C " ter I? < dbout ,l week) test-retest reliabilities on normalV 
children ranged from .72 to .97, with variations depending upon tl e\ 

rto'J V • "orfths tesc-retest reliabilities on clinic 2iUren/ 
<TJr' ^ ; " - ?9 WlCh m ° SC c <>"« l ^ion S ln the acceptable r^ge 
si to 87 In ^ rraCer ""ability, (mothers vs. fathers) ranged/from 
.54 to .87,. varying with age and sex of child and subscale invoke*. ' 
The sample sizes in the various Pliability studies tended to be quite 

r 1 em 7 ^ CMldren ^ gr ° up) ' Scbr « °" aU behavior . 
problems and socjal competence subscales are reported to adequately 
4i ferentiate between clinic and nonclinic (normal) children * 
indicating good preliminary discriminant vali'ditv. 

rhli l l l e f* Cl h ? eS t0 , p -£ ovlde 3 medns by which empirical data can be 
collated in order to develop a descriptive classification svstem for 
child psvchiatric disorders. It is also rf commended -by its o a s 

a guide to clinical interviewing as well as to research o„ etiology 
treatment, ^and prognosis in child psychiatry. ' . eci0 ^8>. 

The CBCL was developed, modified, and revised on^the' basis' of - 

atls'ti" 3 P c r T PUS ' 6XCenS1Ve CUnlC «P«»i-«. -d soph Seated ' 
s ve v arL r^ 5, Th «- scorin 8 s X SCem Is'.deriveS from an impres- 

sively large sample S i Ze and the scale enables 'children to be compared 

va Hdttv ?VT **' an >^ X 6'oup'nor»s. Prelimina'rv f HabilltJ and 
validity dat^ demonstrate quite adequate scores on these measures! 
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Children's Behavior Checklist for Parent s (Arnold' & Smeitzer) ^ 

The Children's Behavior Checklist for Parents (CBC-P) (see \ 
Tabl-e 2A) ' is* a 74-item scale developed by ^Hioidiand Smeitzer. lt"is 5 j 
based on an 81-item checklist used at the Ohio State University Child ' 
Psychiatric Clinic, which, in <tur,n, was adapted from a form used ^at the ' v 
Johns HQpKins Child Psychiatry Clinic. The checklist va» modified, 
,ma4nlv for the purpose of collecting informations a^clinic population. 
In.^ts present Tirm it can be utilized as a general screening instrument* 
for asses^in^ psvcHbpatholpgv in children '(age^s 2-18 vears).. ^ 

Tlie CBC-P is designed as a self-report. It is completed fc>\ the 
parentis) or parent surrogate(s) , who. is ^j>ked to rate each item on a 
A-point scale from 1 (not at all true of child) to 4 (verv much true 
of child) . The time period of the behavior assessed is not stated but 
mav be assumed to refet €b "current" behavior/ The form appears simpie 
to fill out. - Completion* time is not repor ted ,* but can be expected to 
require approximately f if teen^mjnut^s. • • 

Data from the checklists of* 351^ clinic children (21fe males,. 135 
females) were factor analyzed separately by age (2-12 years, x ^\8.5; 
and *13-18 years, x = 15.1). Factors'were identified by item loadings 
of .A or greater/ Analysis of the data fro£ the 2-to-12-year-ol, ' 
group yielded six factors: 1) Upsocia-lized Aggression; 2) Inattentive 
unproductiveness; 3) Sociopathy; 4) Hyperactivity 5) Withdr^aval- 
Depressdon; 6) Somatic Complaints. The 13 to ^18 year age group analysis 
yielded se,ven factors. Five of the seven^ were, essent i al ly the same as 
thevfirst five listed for* the children's gr° u P- * Factor six was renamed 
Somatic Neuroticism and factor seven was the result Qf the separate 
clustering, of the sleSip disturbance items. * ' 

r- * 
y * Information on^Bterpergonal funct ioning J.s not assessed by the 

CBC-P and the scorilfigtostem fo * r factors is not adequately detailed. 

No reliability data jjggeported for^hls instrument. Validity of 

individual item scores is "assumed" but no validation attempts were 

discussed by the authors. Finally, the factors which were derived 3 

are ,based solely on data from" a mostly-male cU-nic sample*. Norms 

are not available separately for males and feaales, and are a "function 

of age. groups which could use further refinement (e.-g. , utility 

many items for v tne*2-to-5, age group is questionable). , , 
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Child Behavior Characteristics ScVle (Borgatta 4 Fanshel) 

... , T ( he , Chl -' d v Behavior Characteristics Scale ^(CBCS) (see Table \\) 
was developed by Borgatta and Fanshel to assess a broad range of 

' S'T?* T " SP6ClfiC behav *<>« in children. Tn devising the scale 
the authors first conceptualized several categories of child behavior' 
" tlTtrlu 6 Ch6n consCr - Ced It'— to fit those atego ries 
no ude I II "TV"*'* ° C - BCS devel °P-nt ( many item! were . 

age eroL rt CeSC Che rele ^nce of the items to particular 

nursL r ; n V T S evaluac ed by parents, social workers, 

17 f a om 8 chlldron (ascd from under 3 to 

anaHse Trl aCt ° r altalv " d ' 0n the basis of the initial fa'ctor 
fac ors -'2Y IZSTj 6ll ^ Ced if: " they did not load on am , 

actors, 2) thev did 1 not "organize well in the data;" 3) they had 
insufficient variance; and 4) they were difficult for raterTto respond 

specifi 1 : iisizVt s?ss led Fo™'r: D r scrucci r of chre * aee - 

Li5L;>. i»orm l applies to the neonate-m-?- 
year ag e group and contains 60 items; Form 2 appl ies to \he - o-6 vear 
ag group and contains the previous 60 items plus 55 additiona iti 
11 items' rf C ° T 7 " C °" 17 y6ar a8G 8 f0U P and stains all of he 
- i o "the hUd 3130 C ° nCalnS * UemS ° n Che <^ sical charter- 

delects rJe 15 L °- °Pen-ended question on physical or mental 
aetects. The 115-item scale i s administered as a self-repor* 
Respondents may be parents, teachers, social workers, or the ike and 

"aLrr 6 -^ 0 ra " G taCh bGhaVi0r ^ 3 5 -P° lnC scalc fr om "ne ver^to 

almost -aTyays." Completion.^ U un cle ar a nd t h e Mme p ert 0 d 
assessed can only be assumed to be "current" behavior. 

• chiwlln rCV i Sed « CBCS was Subsequently tested with a sample of 600. 
children ln foster care settings < approximately 200 in each of the 
three age groups). The data were factor analyzed separately by -age and 
also wfth age groups combined, sixteen 'composite scjres o factol 
„ . were developed Thes e composites include: 1) Alertness-Intelligence- 

2 Learning Difficulty; 3) Respons ibilit v 5 4) Unmotiva*ed-Uziness ■ 

5 Agreeab eness; 6) Def iSSSMtest il Ity . 7) ukeability; 8) Emotionality- 
Tension; 9) In antalism; 10) Withdrawal; 11) Appetite; 2) S ex Pre- ' 

' 'Z \ ^ n T'' l V ^"^""n—S ") Sex Inhibition; 15> Activity, 
and 16) Assextiveness. Alpha coefficients for the "composite sea lis 

r AJtul 3 V «f h ; ran8ln8 fr ° m the - 6 '° S t0 Che - 90s - interrater 
".liability coefficients were based on ratings of 83 to 165 pairs of 

ItZl we.relaavei;: £,." ^ *" ^ l-errater^liabiUty 

3 . ™ e CBCS uas derived to assess age-specific behaviors in children 
and to compare these behaviors, to appropriate norms. The attempt to 
cover such a wide age range appears ill-concaived , however and a led 
to a complicated and confusing use of cluster scores, component scores 

' aterTeli biHt° reS - " "1 fot the - "ter ' 

rater reliability was unclear; the number of pairs of raters was 
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extremel\ large and differed occasional lv for the various composite 
scales and for the different age groups, In addition, the interrater 
reliability scores were general lv quite lou. 
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C h Udren's Behavior Pl.iBnos t^ Jnvt-ntor y (Burdock S 

children. The Malt wis d t .v"lol ) ' StV '° a " es ' dl "^ behavior m 

the number cf iters „,**Ld ,nv • ," al * Is ^l->tive so that 

child u.e. there \re S a* a function cf th, a «t- of the 

* V U ' n rated at a ? t>s 1 ^ 2. andhv ages 11 ,„ 

SpeA , nu U-,c, L» J , J I. 'c: 1 .^; APP«<«c. and Mannerism 
Ihe ob.ewer rates the or ' k "' 10 " 1 and Th<?u « ht Processes, 

hihued at the *e of ra " ^T''^ Captive behavior ex- 

score „ derived o^- L ba "'^ ;^ Vi ° r " f^'^ m * * t ° t " 1 

;l":,ri;d Pr-—- ■"• 

sir). Hi. i 5 r "" ov bm '» bitfwr than 

normal children and mentHlv in T, 3Sily discr inunate between 

htghor and ther*^ *r Si / " J ^ chl "«n >*r. 

total mean score for norml hf u 1, ^ between groups,. The 

for abnormal alldr^as ll 5 J?" t ' ^ t0tal Bean SCOre 

were followed up four Z'J " f Ce 'chei ' ""J.r^? 6 "^f 1 c^ 
Results at follow-up were si.ilar^lLtLl anditgs ' °" CBDI - 

screenin, 

behavior items. Ls weakness Is ft a SC " n8Chs are In che age-correlated 
exhibited at the time SfoErStS.^STJlS It""' ' 
such as inpatient facilities or day-care centers r.lll tl f ituatio " s 
which permit the exoJession of * 1 «" cers rather than situations 
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imianood fersonaliTy Scale, (Cohen, et al) 

* 9 f • 

The Childhood Personality Scale (CPS) (see* Table 2B'-) is a 
48-item scale developed by Cohen and. Dibble. It is. based. on the 
conceptualizations and behavioral items outlined by Schaeferand others 
TeL 11<7a - ^ llneaCe c ™Petencies and vulnerabilities in preschool- 
aged, children. It was designed In .conjunction with a number of other 
Instruments (see Brief Reports Section: Cohen, et al.) for use in 
epidemiologic*! studies on personalty development In twins duri g the 

are Lt'nni^H °r I "T"' the CPS a " d 1Cs com P anion instruments 

are not -limited to twin studies. 

The .CP'S i» a self-report administered to mothers and/or fathers. , 

' on T r' D !!" Ch " r C " ia T) S CVB1Cal b6havi0r " f ° r ' the iasc two 
on a 7- P oint scale, from 0 (never true _of child's personality and 

benavior) to 6 <al„ays true) . Th'e items on the CPS represent Zk ' 

«Ith V two t CaC Tf i6S U2 S ° Cially desirable ' 1'2 socially undesirable) 
with two items defining each category. The behaviors assessed ' 

con a2 J? *w 35 , 8eneral 3CCiviCy leve1 ' ^ uallt y of interpersonal, 
fontact, and relationship to environment (i.e., passive Versus active). 
Completion time is not stated but would prpbably range from ten to 
fifteen minutes. * r • » 

t ' 

(r arh lf)Z teteSt " liabllicie ihave been reported for categories-,, 

' flZ,% 1 ltemS) '. TW ° StUd V S ° f 20 S6CS ° f Cwinfe and 20 singletons 
l'Y ca ^gories with statistically significant differences from 
ttme 1 to time 2. Interrater- reliabilities fo'r mothers, fathers, and 
frl n' r T ' US ' S well -/« ith significant differences. ranging 

• tlTriLlr a Ca , C , e80 ^^ s - I""rrater reliability between two teachers 
was reported as 'good." The only validity measure considered „ as the 
agreement^! parent and observer ratings with nursery' school ratings. 
Correlations were seated as mapy , but information was not specific so 
that adequate evocation of the validity data is not possible. ' 

Data on" the CPS - have now been collected for more 'than 400 se'ts or 
twins. The -CPS has been factor analyzed, and less reliable items have 
been eliminated. The analyses yielded behavioral .dimensions of child, 
hood competence which Include^ verbal expressiveness, attention, zestful- 
nesa, sociability, and behavior modulation. The CPS is available in a 

o^real" 0 ^ ^ h " ^ 

The CPS. Is -one- of only a few instruments available to assess the 
personality characteristics of preschool children. It is. easy to 
^minister and attempts to characterize both positive and negativ<' 
behaviors In children. Interrater reliability" has not yet been 
adequately demonstrated and further refinement- would be Referred 
In addition,' tlte CPS lacks adequate validity measures and no pl a n s lor 
additional yalidat ion. attempts were discussed by the authors. At the 
present ^time , there axe insufficient data to determlne,whether the CPS 
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would b'e an appropriate screening device for psychopathology in young 
children. 
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Conners' Rating Scales 

Three racing scales have been developed by Conners: i the Parent 
Questionnaire, the Teacher Questionnaire, and the Parent-Teacher 
Questionnaire. Whilep these scales have overlapping purposes and some 
common features, their wide' use and extensive data base warrant 
individual examination. The Parent Questionniare and the Teacher 
Questionnaire are discussed below. The Parent-Teacher Questionnaire 
is reviewed as one of the hyperactivity scales in the Specific 
Syndrome section 6f this report. 

Parent Questionnaire 

The Parent Questionnaire (PQ) (see Table 2B) was developed by 
Conners as a means of screening for hyperkinesis and other behavior 
problems in children and as an aid in evaluating drug treatment effects. 
It contains 93 behavioral items (e.g., problems witti eating and sleeping, 
fears, worries) and a final question which asks for an indication of the 
level of overall severity of the child's problem. 

The PQ is administered as. a self-report which is completed by the 
parent(s) or parent surrogate (s) . The form is precoded and can be 
fully computerized. Ratings are made on a 4-point scale from,,0 (not at 
all) to 3 (very much) f depending upon how much the parent feels the 
child has been bothered tjy the problem in the last month.. The age 
assessed by the PQ ranges from about 3 to 17 years. 

Data based on a total of 683 clinic and normal children were • * 

^factor analyzed with orthogonal rotation. Eight subscales were • 

identified as fallows: 1) Conduct Problems; 2) Anxiety; 3) Impulsive/ 
m Hyperactive; 4) Learning Problems; 5) Psychosomatic; 6) Perfectionism; ' 
7) Antisocial; and 8) Muscular Tension. These factors have been found 
to be stable and are able to reflect the effectfs of psychopharmacological 
treatment with hyperactive children N % * - 

•» ^ * 

A revised Parent Rat^hg Scale also has beerr developed . It contains 
some items which were rewritten for clarity and some combinations of 
items which help to reduce redundancy. In addition, items with low 
loadings in previous factors were excluded, so that the revised PQ 
contains 48 statements. Factor analysis of the»revised form yielded 
five subscales: 1) Conduct Problems; 2) Learning Problems; 3) Psycho- 
Somatic; 4) Impulsive/Hyperactive; and 5) Anxiety. Thes e fac tors 
correlated .94, .63, .70, and .90 with Conners* origin^ scale factors 
of the same name. Interrater correlations between mothers', fathers', 
and teachers' ratings were also acceptable. 

The PQ is a useful screening instrument for assessing the presence 
of »hyperkinesis as well as a limited number of other behavioral problems 
in children. Its ability to 'dif f erent ia te clinic children from normal 
children and its sensitivity to drug treatment 'changes indicate at least 
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some discriminant validity. Normative data is not yet available for 
the scale as a whole, however, and further reliability data would be 
desirable. Information on specific item factor loadings for the PQ is 
available in the ECDEf Assessm ent Manual for Psvchopharmacoloflv (1976) 



Teacher Questionnaire 

The Teacher Questionnaire (TQ) .(see Table 2B) was developed by - 
Conners as a means of screening for hyperkinesis and other behavior 
problems in children^ and as an aid in evaluating drug treatment effects 
on the basis of teacher observation/ It was based on a symptom check- 
list originally developed by Eisenberg, et al. It contains 41 items 
grouped in the.. following categories t, Items 1-21 refer to classroom 
behavior; Items 22-29 refer to attitude towards authority; Item 40 
asks for an overall severity ratingr Item 41 asks for treatment-effect 
rating* for academic achievement, overall behavior, group participation, 
and attitude towards authority. 

The TQ is administered 'as a self-report which is completed by the 
cnild s teacher. The fiorm is preceded and can be fully computerized . 
Ratings are made on a 4-ppint scale *Yom 0 (not at all) to 3 (verV much) 
depending upon h^ov much the teacher feels the item is descriptive of the' 
child during the past week. The age assessed by the scale ranges from 
about 6 to 15 years. The TQ is generally administered at the beginning 
o. a study and at one-week intervals" during the course of treatment. 

Data from d2 boys and 21 girls (mean age = 117.5 months, S.D.v= 
21.5 months) were factor analyzed. The subjects were clinic* children 
with behavior disorders, hyperactivity, and attention problems. Five 
factors were identified as follows: 1) Conduct Disorder; 2) Inattentive; 
3) Anxiours; 4) Hyperactivity ;* and 5) 'Social Ability. These factor 
structures have been found to be stable and capable of discriminating 
between hyperactive and normal children. Test-retest reliability scores 
have ranged from .71 to .91, and all five factors have reflected 
-significant bef ore-and-af ter drug treatment change scores. 

A revised Teacher Rating Scale also has been- developed. The 
shortened 28-item version of the TQ was administered to a normative 
sample of 383 children. A factor analysis of these data yielded three ' 
factors as follows: 1) Conduct Problems; 2) Hyperactivity; a,nd 3) 
Inattentive-Passive. Correlations of the three factors with the 
original TQ factors are ,90, .92, and .86, respectively. Comparisons 
between the revise^ Parent Rating Scale and the revised Teacher 
Rating Scale were .33 for Conduct Problems; .45 for learning Problems- 
Inattentive/Passive; .36 for ImpulsiVe/Hyperactive ; and .49 for the 
Hyperkinesis Index. 

a 9 t 
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The TQ is an acceptable instrument for utilizing teacher observa- 
tions in the assessment Of hyperact ivi tv and conduct problems in school- 
aged children. It is brief, easy to administer, and contains a defined 
scoring System. It is able to differentiate clinic children from 
normal children and is sensitive to drug treatment changes. Test-retest 
and interrater reliabilities are adequate apd some normative data are 
available. Information* on specific item factor loadings for .the TQ is 
available m the ECftFl' Assessment Manual for Psy c hop harmaco logy (1 976). 
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Teacher's Behavior Rating Scale (Coven) 

The Teacher's Behavior RatiNng Scale (TBRS) (see Table 2B) was 
developed by g^ery Coven Co screeSL children, ages 6 Co 12 years, 
for maladapt lveVbehavior exhibice-cjiin* Che classroom seccing. The 
scale is made uf of 25 icems desct^jjpcive of devianc classroom behavior. 
It rates 17 characterise ic maladapcive behaviors such as imjnaCuriCy, 
disrupt iveness , moodiness, destruct iveness . Each itero^ is "rated on' a 
4-point scale (from "does noc apply" to "shows very strongly 1 ') which 
assesses the degree to which the behavior, is exhibited. A global 
overall judgment of psychiatric impairment is made on a^5-point scale 
ranging from "well" to "pooriv adjusted." The teacher is the 
informant. Completion time for the scale is estimated at 5 to 10 
minutes. The time period assessed is noc clear buC mighc be assumed 
Co be "current" behavior. A total score is derived by summing che 25 
icems, fielding a maximur score ot* 75. The higher the score, che more 
maladjusc^che behavior. 

Reliability beCween racings on che TBRS by cwo ceachers on 283 
children revealed a correlacion coefficienc .67. The abil'itv of the 
TBRS Co discriminate among emotionally disCurbed and emocionally well 
children was cested in the following manner; a matched sample of third 
grade children were assigned, to an exper iraent al or a control group. 
The experimental group consisted of children previously labeled a s 
exhibiting somp/emo t ional problems. The control group consisted of 
emotionally well children. The comparison of TBRS scores revealed that 
the "E" group was more malad j usted , than the control group. Teachers' 
ratings on the TBRS for the "E" children were higher than teachers' 
ratings of the "C" group. The TBRS was also used in a seven-year 
follow-up stud> of children who were labeled as exhibiting emotional 
problems at Crade 1. The TBRS scores revealed that children labeled 
earlv in life as emotionally ill continued at age 7 to exhibit problems 
^both emotionall) and academically. The scale has demonstrated some 
discriminant validity as a screening instrument and- may be potentially 
useful as a device to predict future pathology. 

The TBRS has also been compared to three ""other teacher assessment 
rating scales: The Teacher's AdjuStive Checklist (TACL); The Ottawa 
School Behavior Checklist (OSBC) ; The AML. Behavior Rating Scale (AML) , - 
The four scales were used by teachers to rate behavior in a sample of 
over three hundred kindergarten and first-grade children. Results 
showed that all four scales correlated well with dach other. The 
highest correlation was between the TBRS and the AML- (r » .90). All 
four scales are completed rapidly and efficiently. 

The TBRS has been used extensively by Cowen and Ms* colleagues 
at Roche'ster and app'ears to be an acceptable screening device. The 
TBRS has been used in conjunction with IQ score's and the Children's 
Manifest Anxiety Scale. It is useful in obtaining teacher > observations 
of child behavior. Also, the scal'e has an ability to identify, 
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discriminate and, perhaps, predict outcome of children exhibiting 
problems at an' early age. 
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Children's Assessment Package (Cytrynbaum & Snow) 

The Children's Assessment Package (CAP) (see Table 2C) was developed 
by Cytrynbaum and Snow in order to systematically collect data relevant 
to clinical utilization. The CAP is a conglomeration of assessment tools 
which includes the Multi-State Information System (MSIS);. a Child 
Developmental History Form (CDHF) ; a Child's School Experience History 
Form (CSEHF); Significant; Life Events-Family Form (SLE-F) ; Family 
Supports Form (FS)j Family Information Form (FI) ; School Report' Form (SR) ; 
and Family Assessment Form (FAF) . The package was designed in an effort 
to obtain information about the child with Fespect to the presenting * 
problem and the etiology of the disorder. It also includes a method of 
as^ssing intervention and outcome of treatment. 

Information about the child is obtained through multiple informants 

which include t he- clinician , the family, the teacher, and hospital or 

clinic records. Each section of the CAP is briefly outlined and described 
below. 

I. Assessment of the Child , . 

A. MSIS Children's Admission Form is completed by the intake 
worker. The form is* a checklist which is precoded and p 
defined. It assesses the following are^s: previous treat- 
'mefnt history; physical health problems; school functioning; 
length and severity of present condition. 

B. Child's Developmental History Form is completed by the 
parent who reports tne following information: physical 
history of mother-at birth of identified child; developmental 
landmarks of child; father ^s relationship to chil'd. 

*\ 

C* Child's School Experience Form is completed by the parent 
aboat the child's participation in school. The parent is 
asked to rate, 23 questions about the child's school , 
^behavior on a 4-point scale ranging from "always applies" 
to "never applies*. " The questions force judgmental ( 
* responses on Xhe part of the parent (i.e., "No one iff the 
school system really cares about what happens to my child 
and, whether he/shS learns anything"). 

II. Assessment of the Family System 

i 

/A. - Significant Life Events — Family . Thirteen life events are 
" listed and one of the parents is asked to , report which 

events occurred to the family over the last 24 months.' Six 
, , .response choices are offered: last months 2-3,4-6, 
10 - 12, 13 - 24 months ago. In addition, 23 life' events 
specifically, related^to the family are rated by each parent. 
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Family Supports Form . The parent is asked to report whom 
they would turn to for help in four specific situations. 
This form assesses the family's mental health, medical 
health, and religious support systems. The scale also 9 
assessed the frequency of* contact, quality of relationship, 
and the feasibilit\ of use of these supports (e».g., trans- 
portation, telephone) . 

C. Family Information Form . The parent is the informant for 
this form. Social/demographic information is obtained 
about the familv regarding the families' residence, 
language, background, physical Living conditions, and the 
x occupational >evel of parents.- 

Ill* School Report on Student's Behavior and F r erf ornance 

In this section the teacTier or guidance counselor is asked to 
report on the child's performance. Fifty-seven behavioral 
items are rated on a 5-pomt scale from "certainly applies" 
to "no basis for making judgment." In addition to these 57 
general behavioral items, the teacher reports on the student's 
general academic performance. 

IV. Clinician Report on Family 

Familv Assessment Form . The clinician is asked to complete 
this form after a full evaluation of the family and the 
child. -The clinician is asked to report on 83 informational 
items which range from defining the primary parenting figure 
to rating the marital relationship, parent-£hild relation- 
ship, and family .dynamics . A 5-point s^a'le is 1 used to rate 
these behaviors from "certainly applies or definitely 
describes relationship/occurs frequently" t^Aw*4iasis for 
judgment — lack of information to respond." 

MS IS Termination Form . The clinician reports at termination 
of treatment the reasons for cessation of therapy, dis-' 
position, child's condition on discharge, and the type of 
treatment offered. The clinician is asked to rate the 
child's IQ level, and assign a psychiatric diagnosis. 

The CAP is being used by a satellite clinic of the Connecticut Mental 
Health Center. Its focus is to collect a broad base of information on 
children in treatment for the development of a psychosocial, community- 
oriented treatment and data system. 

The* CAP was designed to facilitate collection of information 
relevant' £o clinical utilization. The CAP is in the ^process of being 
tested but to date no data have been reported on the instrument's 
reliability and validity. Some of the limitations of the CAP subscales 
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relate to the retrospective reporting of events about various stages of 
the child f s development. Retrospective reporting in general is 'con- 
founded by distortion and problems of recall.^ In an attempt to be 
comprehensive, the CAP has become a long and overly-detafted assessment 
instrument which requires the cooperation > of Multiple informants. In 
choesing the CAP as an assessment package phe invest igator ' should weigh 
the costs of such an instrument against the type and^quality of informa-^ 
tion obtained. The CAP may be* useful to investigators interested in 
reorganizing an existing data collection , system or assessing the 
utilization of clinical services. 
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* * # 
Adolescent Life Assessment ChecklXst (Cleser, Selignan, Vfnget** Jtauh) 

The Adolescent Life Assessment Checklist (ALAfc) (see Table 2C) is a 
»• 40-ite* scale* devel/ped by Gleser , et al . It was designed for use with 
a clinic population, but can be utilized as a general screening instru- 
ment to assess psychiatric symptomatology in adolescent children. 

The ALAC contains 40 statements about feelings and behavio^and is 
» administered as a self-report to children aged 11 to 19 years. , A 

comparable form is also completed b\ the' adolescent's parent(s) or parent 
surrogate(s) , su that information about the child mav be obtained from * 
two sources. The respondent is asked to rate each item on a 5-point 
scale from 0 (never) to 4 (almost always). The time period assessed b> 
the ALAC is left somewhat open as subjects are asked about "recent 
weeks." The form is precoded and simple to administer. While the^time 
necessary fur completion is .not stated, it can be assumed to take / 
approximately ten minutes to fill out, even bv slow readers. 

Data from the ALAC has been analyzed for 356 forms completed by~* 
70 adolescents from a medical ward., 174 patients referred to a clinic 
for emotional problems, and 112 adolescents from a community population.* 
In all cases, comparable forms were obtained from one of the parents of 
each child, usually the mother. An oblique rotation factor analysis'of 
the adolescents' responses yielded six factors, with high inter corre la- 
tions for the first four factors. The six factors were: 1) Affective* 
Distress; 2) Cognitive Unproductivity ; 3) Somatic Complaints; 4) Alienated 
Peer Relations; 5) Tolerance of Intimacy; and 6) Sociopathy (or Substance 
Abuse). These six factors were then used to define the subscales of the 
ALAC . Internal consistency for the subscales ranged from 0.6T for 
Tolerancfe of Intimacy to 0.83 for Affective Distress. Correlations- 
between the subscales ranged from 0.22 to 0.67. . yr 

For the adolescent samples, separate analyses were per formed by 
sex, race, anti age, as weT> as sample source (i.e., medical versus 
clinic versus community). Females scored higher on Affective Distress, 
Somatic Complaints, and Cognitive Unprodiictivity , while Blacks scored 
lower on Distress and higher on Somatic Complaints. Age effects 
indicated a negative effect with Somatic Complaints and Alienated Peer \ 
Relations. A method for obtaining corrected scores for age, race, and 
sex effects was devised on the basis of the normative data. 

The ALAC was generally able to differentiate the clinic and medical 
samples from the, community sample, but the clinic and me'dical samples 
were^ not* well .differentiated from each other. Analyses of the parents 1 
responses showed an improved discrimination between medical 'and clinic 
populations. According to these data, parents of the medical sample 
reported fewer symptoms than their children did, while parents of the 
clinic sample reported more symptoms than their children did. 

*Item of the checklist has been dropped because of frequent misinter- 
pretation by respondents. 
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The ALAC is a fast and simple-to-use screening device for assessing 
limited forms^of symptomatology in adolescent populations. Although 
acceptable internal consistency was demonstrated, interrater (parent/ 
child) reliability warrants further examination and test-retest 
reliability has yet to be explored. Discriminant ^validity of the ALAC 
"remains equivocal as it failed to adeouatelv differentiate the 
adolescent clinic and medical samples. A test of concurrent validity 
between the ALAC and some other measure of psychupathologv would also be 
recommended as a means o£ further .seal e refinement, particularly in 
light of the differentiation problems mentioned above. > 
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The Mrmesota Child Development Inventory (I re ton and Thwir.g) 

T-e Minnesota Child Development Inventorv (MCDI) (see Table 2( ) was 
devekped byjretun and Thwlng a. a screening instrument to identify 
psychiatric impairment in pres^hcol children. The MCDI* inventory 
consists of 320 statements descrying the behaviors of the preschool 
child. The parent ls the informant and reports' as to the presence 
or absence of the behavioral iter. The format is preceded and takes 
about 30 10 45 minutes to complete". A final profile of the child's 
development is derived from the 320 items and is related to norms for 
* tne child's ago and sex. 



and coordination, The Kin* Motor scale consists of 44 items and 
assesses such skills as e\e-hand coordination. Fifty-four items are 
rated on the - Expressive Language scale which assesses verbal and 
gestural language. The Comprehension/Conceptual scale consists of 67 
iteirs, and measures the child's understanding of simple concepts. The 
Situation/Comprehension scale consists of 44 items and measures the 
child's understanding of nonverbal behavior and interactions with the 
environment. Thirty-six items rate the child's Sel f-Help* ski lis such as 
eating, dressing, etc. Thirt\-four items assess Personals-Social behaviors, 
such as independence, social interactions, and concern for others. The 
General Development scale consists of 131 items and provides an overall 
index of development. 

The, MCDI was standardized on 796 white children, ranging in age from 
six months to six-and-a-half years (395 males; 401 females). The scale 
.was able to delineate behaviora^l problems in children at different ages. 
The MCDI is scored on the basis of the child's devel&pment and how the 
child is judged to perform wflen compared with what is expected for his * 
age group. child's score is ejcP ecCed Co fall at or above the mean 
score of 30^ of children younger* than himself. If a child is functioning 
below the mean score achieved by 30% of the children below his age level, 
he is considered functioning below his level of expectation. Only about 
2% of the general population are expected to fall below this level.. 

Internal consistency for the eight subscales was tested by the 
split half method. The reliability coefficients for the general 
development scale (ages* 1 to 6 years) fell between .80 and .90. However, 
lower reliability coefficients are reported for children younger than 
one year and older than six years of age on this subscale.- 

The MCDI attempts to evaluate children's development . on the basis 
of age-specific norms. Although specific reliability and validity 
coefficients were net reported separately for each of the eight 
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subscales, the authors reported that these data were adequate. The 
general developmental scale was reported a.s the most reliable and 
capable of providing age-specific comparisons. The authors suggest 
that the MCDI be u^sed in conjunction with TQ scales and other 
psychiatric rating measures. 

\ 

*' The NCDI appears to be an acceptable instrument for assessing 
behavioral functioning in preschoolers. Ireton, et al . question the 
ability of mothers to report children's behavior reliahlv, but So, in 
fact, rel\ on mothers as informants, Thev feel that the interpretation 
of the results of the mventor\ should be considered in light of the 
motler's educational level and her atjilitV to comprehend and objectively 
report the child's functioning. Thev feel that there is a tendency for 
mothers to provide di^orttd information. Despite this limitation, the 
scale is useful a£ mtans of describing whether a child is functioning >. 
above or below what is expected for his /'her age and sex. V7 
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The Symptom Checklist (Kohi>* & Rosman) 



The Symptom^Checklist (SCL) (see Table 2C) was developed by 
Kohn and Rodman to screen^for behavioral problems manifested bv : pre- 
school children (ages 3 to 6 fcars).* Kohn and Rosman also developed ' 
a companion scale, the -Social Competence Scale (SCS) which measures 
social functioning in preschool children. The SCS was designed to be 
used in conjunction with t^e SCL and is therefore also discussed in this 
review. The SCL is a 53-item inventory of behaviors considered by the 
authors to be' clinically Significant. The SCS is composed ofi 9p items 
and designed to measure the child's social functioning in a preschool ' 
environment,. The time period .assessed iscunclear but probablv focuses 
on "current" behavior. • ^ 

„ The scales were teste? on a sample of 407 children in a- day-care 
setting. The .children were independently rated by two full* time 
teachers. In addition to th? 407 children in the'dav-care center,' 
samples were derived from a therapeutic day-care group and a mental 
hospital group. The data derived from the two instruments were pooled 
and factor analyzed. The authors advocate a two-factor modei, for data 
analysis wfcen the scales are used in conjunction with each other. The* 
factors derived from the SCL were: Apathy/Withdrawal and Anger/Defiance. 
Two bipolar factors were also derived from th$ SCS items. One factor 
was Interest-Participation vs. Apathy-Withdrawal, and the second factor 
. was, Cooperat ion-Compliance vs. Anger-Defiance. The interrater' 
reliability coefficient for the two factors of the Symptom Checklist 
was .57. The SCS ihterrater reliability coefficients for *Fac\ors 1 and 
•2 were* .62 and '.66, respectively. Interrater reliability for the pooled 
data from the two scales was .73. Correlation coefficients obtained for 
the JSCS and SCL factors ranged ^rom -.75 to <-.79. 

In order to test the scales 1 validity, a study wa^ initiated of 
1,232 randomly-selected children enrolled in a day-care center. The 
data derived from' the ^normal sample were compared to data on the three 
previously mentioned "clinic" samples. The results showed that normal 
children can. be differentiated fronTill children by the mean- factor 
scores on Factor 1 (Apathy-Wit hdrawal) and*Factor T (Anger-Bef iance>. 
.The mean factors for tjie' disturbed group were higher than for the well 
group. The scales, however, did* not discriminate among the various 
disturbed groups since these groups'had similar high mean factor 
scores (e.g., the therapeutic day-car^ group was not differentiated 
from the mental hospital group). Boys and girls showed' different 
patterns of disturbance on the SCL and SCS . 'All the "clinic" boys 
showed high mean, factor scores for Factors 1 and 2 /while pnly "clinic" 
girls in the therapy group were high on both factory. In general^ flthe 
girls in the "clinic" groups showed high means' only On Factor 1. TWe 
authors considered high mean scores on both Factors 1 and 2 or on' v 
Factor 2 alone as indicative of greater pathology £pr females. 
> • v 

The authors have tentatively outlined cut-off points for 
detecting Illness with the SCL and SCS. Usdng the ' two-factor model > 
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they suggest 1^2 standard deviations intercept for Factor 1 and 2 
combined as a cut-off for bo>s, and 1,0 standard deviation intercept 
for both factors for girls. Since these cut-off points have not been 
tested extensively, they are considered guidelines. 

The SCL and SCS appear to be effective screening instruments which 
oan be used efficiently by teachers to , rate children's behavior. 
Information on a normative sairple is available. The scales may be 
potentially useful in epidemiological studies since discr urinations 
between well and ill children are made with the SCL, as well as with 
the SCS. 
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Louisvil le 'Behav;or Checklist (filler) * 

0 « 

The Louisville Behavior Checklist (LBCL) (see Table 2D) was 
developed bv Miller to evaluate behavioral and emotional problems in 
children. The checklist contain- 164 behaviors which are rated as 
true or false by the parent. The behaviors to be rated are observable 
rather than inferential. The questions appear in a preceded booklet 
and 5 are geared^to a sixth-grade literacy level. Completion time is 
eSLiiteted at 30 minute*. The ages of the children assessed range from 
3 to 18 years and arc grouped as folios: 3-6 '.ears; 7-13 years; 
and 14 - io ye^r*. A^separate booklet for each ape group has been 

developed. 9 

Parental ratings cf 263 male children, aged 6-12 years, attending 
tfie Lcn.isMlle Child CiinK were factor analyzed using a principal 
component solution. Ihe clinic sample inc luded' out pat lent t short-tern 
inpatient, partially husp i talizecJ , and delinquent groups. Eight factor 
scales were derived: 1) Infantile Aggression; >) hyperactivity ; 
3) Antisocial; \) Social Withdrawal; 5) Sensitivitv; 6) Fear; 7) Academic 
. Disability; arrd 8) Immaturity. Three broad band factors were al^o 

developed as a result of a second order principal component analysis of 
the eight normalized, intercorrelated factor scales. These' factors are: 
1) Normal Irritability; 2) Rare Deviance; and 3), Prosocial Behavior. 
• The factors flenv.ed from the LBCL were similar to those of other scales 
. of psyehopathclogv and suggest some level of content validity. Split- 
half reliability fared less favorably, and is indicative of problems 
with the internal consistency of the scale.. 

While the factors al&ve were derived on phe basis of data from a 
clinic population, general population norms are also'available based on 
a sample of 236 ma,le and female school children, aged 7 to 12 years. Data 

*for the "normal scmple factored into eight comparable scales. A total 
disability scal^e is obtained v ty summing* the number of deviant behaviors 
across factors. On average, children in the normal population exhibited 
_ between 11 and 13 deviant behaviors, with 85% below a total disability 
score of 25. A relationship was found between the number of deviant 
betfaviors reported for the child and the child's social class and IQ. 
Differences between males^.and females for types of deviant behaviors 

♦were fourth oifly for' the prevalence of learning disorders. 

Miller is currently reanalyzing' the IsBCL in an 'effort to isolate 
- behavioral clusters that are comparable to tfcte Child Behavior Checklist' 
by AchenEach. This, reanalysis is resulting in a redefinition of the'e 
factor scales, previously reported by the author.* Miller is" also con- 
ducting further tests* of the, validity and reliability of the LBCL\ M 
These # dfcta will Hi derived orf the basis of longitudinal and follow-up'* 
studies, but is not as yet ready for publication. An addition^l study- 
is underway to isolate a suicide predictor subscale of the LBCL„ 
Fourtee^ items have been identified as potentially "stable predictors" 
of suicidal behavior as a reddl*-^^pilot data from two samples of 
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children with a histor\ of suicidal tnrests. 



The LBCL is a screening device of ps>Lhopathological behavior in 
children- The scale has not been able to demonstrate adequate levels 
of internal consis&encv and lacks the necessarv reliability and validity 
data. It dot*& appear to have promise as it has found behavioral ♦ 
dimensions comparable to those of other scales of psychopathologv. The 
author is in the process of obtaining the necessary psychometric 
information and expects to providefedd it ional*normat ive data on general 
an<j clinical populations* of children. Ihe LBCH must currentlv be 
considered in the preliminary stages of development. The LBCL is 
published bv Western Psychological- Services , Los Angeles, California 
and cia> be computer scored. Information about the general population 
norms and ciinKal norms* are also available through the publisher. 
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Lou'isville School Behavior Checklist (Miller) 

The Louisville School Behavior Checklist (SBCL) (see Table 2D) 
was developed by Miller as an adaptation of the P/ttsburgh Adjustment 
Survey scale. The Pittsburgh Adjustment Survey was designed to assess 
emotional and social adjustment of children ages. 6 to 12 years. The 
School Behavior Checklist consists of 96 items; 80 items of the 
Pittsburgh Adjustment Scale, 14 additional learning disabilitv items 
and 2 anxiety questions. .The SBCL is .published in a preyed manual 
which mav be hand or ccrputer scored, It is administered to children 
aged 3 po 13 years. Teachers rate children of elementarv school age 
as to the presence or absence of the behavior. The time period rated 
is trie las': t*.c months. Completion time is estimated at 15 to ^0 
minute^. 

The^SbCL uas tested on a sample of 5,373 male and female shildren. 
MaU eniidren app*areJ to score higher than females. on the SBCL. 

. Deviant SBCL scores were in-vef sely related to IQ. Five factor scales 
wert derived; 1> Le* Need, Achievement ; 2) Agression; 3) Anxietv; 

.4) Academic Disability; and 5') Ext raver s ion . \'eed Achievement was ' 
highly correlated with intelligence and inversely related to behavior 
problems. The data from 18<2 children were selected to examine split- 
hair and test-retest reliability. Split-half 'reliabilities for the 
t actors ranged from .70 to M 93, except for the Hostile Isolation sub- 
Scale (.44). Test-retest reliabilities ranged from .70 to .89, again 
except for the. Hostile Isoaltlon dimension (.40). * 

«, &> 

The S3CL is an acceptable tool for obtaining teacher information 
o. behavioral malfunction "in the school setting and can be compared 
•to general population norms. More extensiVe testing 'of the instrument 
is indicated, particularly with respect to discriminant validity 
mterrater reliability, and the stability of the behavioral dimensions 



measured . 



REFERENCES: 



Miller L, Barrett C, Hampe'E, Noble H: Factor structure of child- 
hood-fears. J Consult Clin Psychol 34: 264-268, 1972. " * 

Miller L : Method factors associated with assessment of chiW 
behavior: Fact or artifact? J Abn Child Psychol 14: 209-219 1976 

Miller L, 4 Kampe E , Barrett C, Noble H: Children's deviant 
behavior within the general population. J Consult C lin Psychol 37: 
16-22, 1971. , * 1 ' 



5 f J 

.EMC 



-46- 



REFERENCES (continued) 



Miller L: Louisville behavior checklist for males 6-12 vears of 
age. Psvchol Rep 21 : 885-896, 1967. * - 

Miller L: Social behavior checklist: ~An inventory of deviant 
behavior for elementary school children. J Consult Clin Psychol 
•,22 : 134-144, 1972. 



Miller L: Personal communication, 1979 

ml If 

Ross A, k&eev Par ton D: 'The development of. a behavior check- 

list for Soys, Child Develop 36: 1013-1027, 1965. 



ERIC 



so 



Benavior Problem Checklist CQuay £ Peterson) v. 

The^Behavior Problem Checklist (BPC) (see Table 2D) was developed 
by Quay and Peterson to assess emotional disorders' m children and 
adolescents. The scale was derived on the basis of factor analytic 
studies of behavior ratings and case history material. It is being 
distributed as a comnefcial publication and is accompanied by a; 
extensive manual that describes its use, histcr>, psvchoretric 
background, and sconr.n procedure-. 

T't 3? r is pr:- .r a screening mstruren: of oe' r a\ icral ciscfl 
bdPw« m ^- ilirer* >>:*ee^. ^re ace? of 5 ana 17 vears. 1: ;rta;r.s 5"5 
items rattrj a 3-ocir: sca.e fro- 0 ("ot^a crcMe-) :c 2 (.severe 
p r^D .e~ j . T'.e ircccced for*" is co-pleted ?\ n a rents, teacher's, or 
ot^er : essional s familiar uith tne child. Completion ci'e is not 
sta-ea b-t ma' be c.pected to Drier. The tire period assessed 
dSSuicO oe 'current" beha.ior. Tr.e scoring s\ster fcr the checklist 
is ^abto :n it*> four suoscales: 1 j Conduct Problems: 2) Personality 
Poolers; 3) Iraaecuacv-Immaturi ; and-) Socialized Del inouencv. The 
rcurt.: subsuale is reportea to be tne least -ell cevelooec and investi- 
gators arc auvisec to interpret it with greater caution. While the 
statistical derivation of tne four dimensions vas designed to be. 
crtncg-:.ai, ratings on are subs^ales themselves are often correlated. 

The psy^roretric data reported for : r *:s scale were extensive.* * 
Ir.terr.il corsistene 1 coefficients tasec on tne ratings of 1,000 
delinquents -ere .89 for Conduct Problems; .63 for Personality Problems: 
anu .68 for Ir.acecua^-Imrat ~nt\ . Irterrater reiiabilitv oetveen 
teacciers ranged from .22 to .83, depending upon the study sample and 
suci>cale i.r 0 yol\ved. Re liability ratings oetveen .mothers artd fathers vas 
accertaole (.67^ to .78), but ?arer.t-tc-teac!jer comparisons were cohsid- 
eraoly lower (733 to .«! for mother teacher ra*:;n£fc; .23 to .32* for 
father 'teacher ratings). Content; validity for che checklis; was 
assumed as a f unction ' of , tne aethiKj of item selection while concurrent 
validity was establishec by comparisons between 3PC scores ana cTinician 
judgments. GceC discrimination between patient and nonpatient samples ' 
has been reported jsing parent ratings ana teacher ratings. /Relation- 
ships have also been demonstrated between su'bscales of the *8?C and 
various other measures of child behavior (e.g., activity level,, * r 0 
academic achievement). *. 

The BPC is an adequate screening device for assessing behavioral 
disorders in children. It is brief, easy to administer, and simple to 
"score. Extensive aata have been reported regarding the scalels use and 
its factor structure. Interrater reliabilit\ of the instrument may be 
increased by" further refining some of the items so that 'they are more 
specific and operationally defined. 



r 
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The Quincy Behavior Checklist (Reinherz 6. Kelfer) 

The Quincy Behavior Checklist (QBC) and the Quincy Parent 
Questionnaire (QPQ) (see Table 2D) were developed by Reinherz and 
Kelfer as screening instruments to identify social and emotional 
problems in U arfd 5-year-olds entering kindergarten. The scales have 
undergone at least three revisions and several pretests. The final 
version of the Q&C is composed of 38 items,, rated on a 5-point scale, 
ranging from "always" to "never." The QBC. asks the informant to rate 
the child's behavior during the past two months. The QFO consists of 
49 items which ascertain information on demographic historv and 
developmental milestones. The 05C is completed by school personnel and/ 
or the pa , rent(s), while the ^PC is completed only by the parent(s). 
Beth scales 1 can be administered ir. about 20 to 30 minutes. 

The 38 items of tne QBC assess II areas of social-emc^ional ** 
dysfunction such as: Aggression; Hyperact ivi ty /Dist r actibil i ty ; 
Depression; Social Withdrawal; Fear /Anxiety ; Apathy/Lack of Initiative; 
SomatizatSix>; Motoric Problems; Language Problems; Compulsivity ; and 
tmmatuntv. The scale *as" standardized on 750 children entering kinder- 
garten. Frequency attributions are available for this population. 
Test-retest reliability, studies among parents demonstrate reliabilitv 
coefficients for items which range from .49 to . 8i , with a median of .68. 
Validity of the scales has as yet to be- demonstrated , although the 



Tne Q3C and it,s companion scale, the QPQ, were developed to be i 
used for early identification of problems in preschool children. Nioth 
scales need to be further refined and validated. m The authors are 
currentlv collecting data in a longitudinal study to test the scales' 
predictive validity. The results of this stud\ should b^availab'le during 
the Fall of 1979. ^ W 
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Behavlor Checklist (Richman 4 Grahair} % 

The Behavior Checklist (BCL) (see Table 2£) was developed by 
• Richman and Craham,as a 19-item sejf-r-eport version of the Behavioral 
Screening Questionnaire. For thi V We the* parent" is asked to rate 
XVJ a ^behavior over the last^our. weeks. The parent selects one 
of 3-4 descriptive phrases characterizing the child'.s hehavior. The 
BCL Canes a few minutes to complete and individual items are summed to 
derive a total -score. , 

' on rn^RrP 18 '' raC6d their 2 1/2 tp 3 1/2-year-old children 

on tne.BCL on two occasions, approximatelv four weeks apart Te'st- 
retest reliabilities showe.d a correlation of .81 between ratings. The 
.vaiidity of the BCL as an instrument which can discriminate between, 
psycniatric^lly,itr.paired a p : d nort-al children Vas tested. -A samole of 
79o three-year-olds were screened, tor behavior problems vit-h the 
Behavioral .Screening,Que V #nnaire: Each parent also completed the BCL 
Jor h^s/her cniJd.^AW^f 10- points or ;mo*e in the BSQ was- consid- 
ered criterion for- idenU^&the problem group; 10 or less identified 
the cpntrol o group.. One hund^.matched pairs of- problem cJes v s 
control cases were thes independently rated by clinicians to determine 
tne severity of the problem. •. 

•The comparison of the BSQ and, *Jkt indicated -tW the BCL 
produced a higher rate of false' potfiHSI* and false negatives. A 12 6% 
.alse-positive. irate was- reported, for. the. checklist wj^e the interview 
fa.se positive. rate was 6.8%. The BCL false Aegat ivWate was 30.4% 
wh-ile-che-BSQ showed a 9»S% false negative rate. The E*CL could on>? • 
discriminate S27, of the moderate and severe ^tases while the BSC-^ - 
identified all of these cas^s. The authors suggest that the^tL be useJ 
as a preliminary greening device to- identify ill children and that the 
checklist then be followed with .more rigorous assessment procedures. 

, The BCL is. of value as a preliminary screening device* It is short 
easy to -complete and, as a parent, self-report, can be used in 
clinic settings as an adjunct to clinical assessments. It may also be 
valuable in epidemiological studies as a tool for making broad discrim-' 
inactions between well and ill populations. * 
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» Children's Behavior Questionnaire for Teachers (Rutter) 

The Children's Behavior Questionnaire for teachers (CBQ-T) (see 
Table 2EJ was developed by Rutter as a method of obtaining teacher 
evaluations of psychiatric disturbance in chiLdrven. It wars designed 
*s as a screening device for differentiating betv^en children with and 
witrhout a behavioral disorder. 1 

The CBQ-T contains 26 statements describing a child's behavior. 
Each statement is rated or. a 3-point scale f r om ^^(croesn ' t apply) to 
2 (certamls applies'. Ratings are summed across items to produce a 9 
total score rangmc from 0 to 52. A x neuroti£ subscore is obtained by 
surrmc the ratings for item^ 7, 10, 17, and 23; *an antisocial subscore 
is obtained b\ summing the ratings. for items 4, 5, 15, l(9 , 20, and 26. 
The CBo- 1 is completer as a self-report by teachers on the basis"of the 
"child's behavior in the past twelve months/' The age of the child 
assessed appears to' be between 6 and 13 years. 

, The CSU-T wa^ administered to four teachers vho rated 80 (AO male 
and 40 female) seven-, ear-old children and then rated them again two 
montf.s later. Te's t-rcteot reliability for the total scores was .89. 
Interrater reliability based un r at ing^6t~70 (35 male and 35 female) ^ 
children was .72 for utal scores. Jm order to ascertain the scale's 
. discriminative abilitv , scores of/#o children (aged % to 13 years) in 
the general population were compared with scores of 109 clinic 
children. A total score of 9, or more was selected as the best discrim- 
inant identifying II' of the^ boys and 3 1/2% of the* girls irr the general 
population as having a psychiatric disorder as compared with 80^ of the 
boys and 60.\>c< the girls m the clinic sample. The scale tends to 
identif \ "*a"*«>ri«*t 1% higher proportion of antisocial (90?O than neurotic 
J(80%) children- #> * 

The questionnaire's diagnostic abilitv was also compared with a 
standardized psychiatric interview conducted by a childf psychiatrist . 
Of 133 children vho received a score of 8 or less on the CBQ-T, 2.3% 
were considered to have a definite psychiatric disorder according to 
the psychiatric interview, and' 24. 1% were viewed as possibly disordered. 
Of 157 children with scores of 9 or more on the C^Q-T, 20% were rated^ as 
abnormal b> a psychiatrist, 48% were rated as possibly disordered, and 
32£"were rated as normal. A comparison of the questionnaire's diagnostic 
" ability with the diagnostic information obtained from multiple other 
sources- {school, parent, and child) yielded a 43% rate of agreement. 

The CBO-T has now been tested on a number of populations, A 
including an Italian sample o,f 418 children between 6 and 10 ye^rs of . 
age (252 males and 166 females) < Test-reXest reliabilities for this 
sample were .80 for^the total score, .§8 for the neurotic subscore, 
.72 for the antisocial subscore, and between . 3? and .85 for individual v 
items. Interrater reliabilities were .73 for the total score, .35 ftfr 
the rieurotic subscore, .72 fos "the antisocial subscore, and between .13 
and .'95 for individual items. , Differentiation between clinic and 
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nonckinic children vas again best achieved with a cut-off: writer ion 
of 9 or more on the total scale score, identifying 73% of the boys 
and 100r~5f the girls in the clinic sample, as compared with 11.9% 
of the boys and 5.5% of the girls in the general population. 

The Children's Behavior Questionnaire also has a f orm 'avai lable 
'for completion by parents. It includes most of the questions in the 

teacher's form and some additional items about the child's speech, 
^sleeping and eating habits and phvsical symptoms. Ratings are again 

based on the past twelve months and a 3-point scalers used. 



The CEQ-T is an adequate screening instrument which is brief and 
easy to administer and score. It is limited in scope, particularly for 
disorders such as obsessive-compulsive disorder, anorexia nervosa , etc . , 
but is capable of crude clinical distinctions ("Antisocial" vs. 

Neurotic ). It does not compare well, however, with judgments of 
psychiatric disturbance made on the basis of a psychiatric interview 
and would probably benefit from further testing and refinement. 
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Devereux Elementary School Behavi ur Rat mg Scale (Spivack 6. Swift) 

The Devereux Elementary School Behavior Rating ^cale^DF.SB) (sd£^ 
Table 2E) was developed by Spivack and Suift to assess classroom behavior 
and the relationship of this behavior to academic performance. 
Teachers rate the behavior of children, aged 5 to 12 vears, exhibited in 
the classroom setting during the past month. Raters are asked to 
compare the index child's behavior to that of "normal" children of the 
same age. Furt\-seven items are rated on a 5-point scale which codes 
the^ frecuercv of occurrence of the behavioral item from 1 (verv 
frequently) to' V (never), as well as the severitv of the svmptcm from 
1 (not at all) to 7 (extremely). * 

T^e r>F c B Resented in a preeocfc>d ^manual , with instructions for 
administration and tP« sooring of response*,. The scale has bejbn 
'** extensivel-' tested cr clinic populations and scored bv converting total 
rav, scure factor items into standard deviation s<.ore units (z scores). 
The scale is pub 1 ished, witrA a profile delineat ing "the standard 
distribution of clinic children. 

Ps with the DC B (see p^S}} , the ,DESB was administered to 107 male 
and 33 female children aged ? to 12 years. The children were classified 
diagnost ically h\ a ps> i hia t r i*st in the following manner: Schizophr^wi ic 
Reaction; Personality Dia^nobis; Chronic Brain Syndrome w^tV^ Convulsions ; 
and Other. -Children *ere then rated bv teachers and teachers' aideb. 
Items fucused on classroom behavior, interac t lons^ with peers an^ teachers 
acting out behavicr, etc. Interrater reliabilitv for the DF.SB wa's re- 
ported to be .61 to . 87, 

Data from the raring, scales of the 140 children, were subjected to 
a principal component factor analysis with orthogonal rotations. 
Eleven factors uere derived and are Listed m the DESB Prof ile * contained 
in the Appendix. The scale has also been used with latencv age boys 
(?-12 \ears # ) in residential treatment programs (by Schaefer) to assess 
treatment efficat\. The DESB was able to reflect change in the academic 
performance and sucial independence factors for this group of boys. 

The DFSB is potentially useful as an assessme^fc^Jfvice and jis an 
outcome measure. It provides some valuable ancillary data from teachers 
regarding classroonf behavior , which can then be related to other 
symptomatic behavior. Again, it- lacks normative data on normal children 
rind- so would not be recommended for use with nonclinic populations,. //jLt 
is also subject* to the same criticisms as the DCB regarding the biased 
sex data base. 

» * 

A copy of the DESB is contained in the Appendix. 
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Devereux Child Behavior Rating Scale (Spivack & Swi£x) 

The Devereux Child Eehavic,r Rating Scale (DCB) (see Table 2E) was 
developed by Spivack and Swift to assess behavioral symptoms in 
children aged 5 to IZ years. The stale is presented in a precoded 
manual with instr-jctions fur administration anc; the scoring of responses. 
Tho scale has been exten^ivelv tested on clinic populations and scored 
by converting total raw score- factor items into standard deviation score 
unit* (.z scores;.^ ""The scale is published with a profile delineatTng the 
standard di s t n bti 1 1 c»n of clini. children* x% j 

The lhild ?t « btfiur, 1 ir is rated bv professionals, puraprof essionals 
'or t »ar«ntq. Cerrp let ion .time is approximated 15 minutes. The rater 
is asked t" assess behavior occurring over the' last two weeks and is 
requested t >ompar<_ the child's behavior with normal children of his/' 
her age. NmeLv-st von items are. rated on a 5-point scaleVuch codes 
the frequency of occurrence of the behavioral item from 1 (very 
frequently.) to 5 (never), as well as the severity of the symptoms from 
1 (not at aH^to 8 (e^tremelv). » * 

The DCB was administered to 107 male and 33 female childreJf aged 
5 tc 12 >ears, enrolled m the Devereux residential t reatmej^^^^gram. 

Intelligence quotients were measured independently and diaJrTOtic = 
l lassi nicat ions were -also independently assigned by a psychiatrist. The 
cluldre^were classified in the following manner: Schizophrenic 
Reaction, Personality Diagnosis; Chronic Brain Syndrome; Chronic Brain 
S>ndrbrpe , w<fch Bebaviurai Reaction; Chronic Brain Syndrotfhe with Convulsions; 
ana Other. Children >ere then rateel on the DCS by' professional staf-f 
members and ^a> care workers. Items focus" on self-care;, lang-uage : 
-* commun Uation ; emotional responses; physical development ;• coordination; 
and socialisation . Interrater reliability coefficients reported! for DCB 
were between .69 "and .93. w * * * ^ 

*Data from the rating scales of the 140 children were subjected to a. 
principal component factor analysis with orthogonal rotations, 'Fifteen 
- factors ,were derived and related to diagnostic groups .previously * 
assigned by psychiatrists. Eight of the factors did notf. different iate 
among diagnostic groups f but were related to IQ in some cases. The anger * 
'and aggression factors -did not significantly dif fere e ntiate among * 
diagnostic-, groups . The following is a breakdown pf f-actors and how they 
related to diagnostic groups: „; < 

diagnostic Groups ' * Factors ~ f 

< * „ ' 

Chr'onic^B ram ^Syndrome t Need'for Social Contact 
' * * Disinhi'bition of Overactivity of ' Behavior 

c ^ Cleanliness * , 
c 1 * w Motoric 'Dysmaturifcy 

* T — — — w p — — — — ■ <«* fff — — — — — — — _ i» _ _ — * 

« • i 

Schizophrenic-Reaction . Receptor Hypersensitivity and Avoidance 

Autonomy — Competence <• , ^ 

Personality Disorder Language Maturity" ^ 

— ■ " - * - ■ ; 




Q 




/ Interrater reliabilit\ fcr each factor was expressed in terms of 
'mtraclasb correlation coefficients derived from the F-ratio for each 
factor. There were discrepancies in ratings among supervisors and 
house-parents on four factors, In spite of these d if ferences raters • 
tended to correctly classify children who were diagnost ically similar 
on behavior items, 

✓r 

The DCB has been used in other residential treatment programs to 
assess the effectiveness of treatment in adolescent boys 7 to 12 vears 
of age. Results of tfte ' Schaef er study showed that changes in DCb 
ratings -'Ccur red^af ter twelve months of participation ifi a treatment 
program, indicating the scale's sensitivitv to behavioral change as a 
fun -tic" cf positive intervention^ . Six of the first ten factors of the 
DCb were fcund to De most capable of reflecting this behavioral change. 
\ 

liie jCB ib potential^ Useful as an outcome measure for residential 
trtatm.cnt programs. It lacks normative data on normal children and so 
vould ni-t bt recommended for use uith nonclinic populations. In addition, 
the cimic datd base was prifnaril> male and mav have biased distribution^ 
results. The DCB would benefit from additional analyses performed 
separately by sex of child, so that differential patterns of symptom 
clusters might be examined. 
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Devereux Adolescent Behavior Rating Scale (Spivack, Spotts & Hairoes) 

The^Devereux Adolescent Behavior Ratine Scale (DAB) (see Table 2F) 
"was developed by' Spivack, Spotts, and Raimes to define symptom patterns 
in clinically disturbed adolescents and to discern the implications of * 
these patterns for treatment and prognosis. An experimental form of the 
DAB, consisting of 172 items, was derived on the basis of information 
from the clinical literature, clinical impressions, clinical records, 
and other behavior assessment scales. 

The experimental form of thcA>AB -»as tested on 6^0 adolescents 
<a*ed 13 to 18 >ear». T'ie sample was derived from the Devereux schools, 
several training ^VjI., a children's nome, and foster homes. These 
children had first beer. independents assigned to diagnostic categories 
such as: witiur. the normal range; personalis disorder; neurotic; 
psychotic, schizophrenic and cnrpr.it brain syndrome. The adolescents 
were then evaiuatec on the DAB and these data'uere subjected to a u 
factor anal\sis,with orthogonal rotations,. Eighteen factors were 
derived as follows: 1) Unethical Behavior; 2) Def lant-Kesi stive ; 
3) Dominating-Sadistic; 4) Toor Emotional Control; 5) Schizoid Withdrawal: 
6) Bizarre Cognition; 7) Bizarre Action; 8) Heterosexual Interest; 
9) Need Approval, Dependency; 10) Physical Infer lor it y-TimidiDy ; 11) Poor ' 
Coordination; 12) H\ peract ive-Fxpans ive ; 13) Emotional Detachment; 
14) Anxious, Self-Blame; 15) Poor Self-Care; 16) Int idv-l'nclean ; 
17) Paranoid Thmkin b : 18) D'istractibility. 

As a result of the analysis v of the initial form,vi revised DAB' was 
developed. It consists of 84 items rated on a 5-pomA scale from 1 
(ver> frequently) to 5 (never) for the frequency of occurrence of the 
behavioral item, a nd an 8-point scale from Knot at all)), to 8 (extremely) 
tor the severity of the symptom. The adolescent's benWior is rated by 
psychiatric professionals or par aprof ess'ional s . The rater is asked to 
assess a subject's behavior for the "last two weeks" and to assess thiS 
.behavior in relation to the behavior of normal children Of the same 
age. The scale Is presented in a. precoded manual wif h ^instructions • for 
administration and the scoring of responses. DAB scores are presented 
in standard units as a result of the conversion of total factor item 
raw scores into standard deyiation score units (z scores) , The scale is* 
published with a profile delineating the standard distribution of 
clinic children. 

>-> 

The reliability of the factors in the DAB was calculated on ttie 
basis of the internal consistency of the items comprising the factor. 
These reliability coefficients ranged from .57" to .86; most of the 
factor coefficients were quite acceptable. A comparison of factors-with 
the diagnostic categories of the children evaluated demonstrated the 
emergence of logical relationships between the derived factors and 
the^ diagnostic groups and provided some evidence for the concurrent 
diagnostic validity of the scale. The DAB was also compared with a 
self-rating scale for adolescents. Results indicated that the DAB 
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factors w€re generally similar to chose derived from Che adolescent- 
informant racing scale, although adolescents tended to rate themselves 
more favorably than observers. 

0 The DAB is an acceptable screening and diagnostic instrument for 
use with adolescents. It was standardized on a large sample of both 
clinic and nonciinic children and has, in general, demonstrated * 
adequate, internal consistency , Construe t validity, and some concurrent 
validit). Further testing of /^terrater reliability and discriminant 
validitv are recommended. ^ 
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SECTION i*. SPECIFIC SYNDROME SCAL5S 

, Hyperactivity (3 Scales) 

Anxieiv (1 Scale) 

Depression (2 Scales^ 

Fear (1 Scale) 



Trit Jhpt racti\ it . and .u^dra-il Rati-u - < % : t ( bctf TV . t j\ 

was o? eloped- b\ be.l, ^al-ir. ; ar.i ... .er u t*e interrelations 

of >i>peractive and wimdrv.T Srravl.r. f .u t. est.»-l:*o a «v<stc-r-:. 
meaHft of rating iicm' oeha; i~r^. l v e <.. s .e :^ co— o. -ed c£ si> ^ , l . . 
thaf des;r:'->c ;:vpe rd.i i . i : . ard t-ro. s.^- jit* oe^rire w.:^:r.* 

The hypera,::v .t>..&uv^' - u : Frertt. 7.<r, ; j :-.J„.:i ■ 

Intervene ur. ; 3/ IsacV..:;. u Ida , - j • 4 * a Agere* m ~: 5; N - «. 
?lcr , h, ?pli::".? t H r T ^ it: or *J-^ci. t * . '. 

Stanr^. _< Cl^c-e---:, a„ .1: ^ - v , j ' r. i* -ear' . >e-- , ha - - 
■>-a.t' i d r,v.e. a * s *'.v rj:. . vi«:.-:i:r n- ir. M - 

spe.*"i i . e ; t - * r- 7' — ~ ; - .rc - 't\, : %.r* a* 

other :r r^-. ^ i" .<l *^t j r't t - r< - . .^.trU - r 
oev»\ *or c\ ::.r t j :r : <. :ri. r ; : :^e rati-/ * * * t s - e c . 

- ; ~?e;:f-.e:. 



t o^: ! t- : : : : r t -t * , a . 



Four ? 1 1 - 1 ^u:.^ - e r -» l \r; , M> : t ;, ; o *d eve I ar ^ star .: a rc : z t t - : « 
ding", st:, :">:r M -tr; A t-til c: :r. :r^;^\. ci'.dren cer:Ao fro- 
tour ron:'. i-t.^dl se::ire<> ^r c rated. M.a: : l ay(o~<; *f ;-e *:-.Ie -ere 
niade after ea":, pilot stjjv . Teaser r ^ t ^.fv veil a? u M*s;tcr 
ratirgs cf t *e ci^d's reravicr ^rv r^ce. Irterrater rel:a-:l:t\ stucies 
of eac* ^a'.e it*- were corou.rec. T^e relian.iv ore ff lcients rer^rtec 
ranged fr - . 7- 1.0. Tr f;ral vtr^,*- fie H\P< jr.l'. t-cse iter^ 

vere :r . ec reliarlt arcr.>: teacrer^. 

A fact -r*5cpr:-r b'-u- .as ce\ t :\^: f^t-e rV"f. -M^ score* are 
v-eigr.teC . r^e fi, : r r-^ -vr^cJf^/:^ s^r of Cht 2-score 
equivalent t^r t'e r.--- t r o: scales frtc-it factor. T v .i^ factor s^orir.c 
syste- va-i dev c ; t ; t j t. c>:a:..;s- g-.oel:ne^ for trt oenawors ratec. /. 
score, o: -*8; or gre^.ttr ;s c^n^iJerei criterion for the presence of v.per- 
activit>, *Mle a s.\rr of " r greater is criterion for witrolraval. 

The ccrrelation ^;u t ^ tre -voer'ac t ivi t\ ano vitncraual composite scores 
differed for T.ile arj ferale c-.ilcren. In t u e final pilot sarrle of -3 



lies and 3*. 



?SNi-e :r..o'*ing was> tcuro: r^le n .-perac t ; vi t v vas 



associated vit" ;r expVes<>va r- nomadic plav rehavier, while fe-aie 
hvperact ivit' was expressed bv erot Tonal aggression. 

The HV?S is a potential 1* useful screenirg device for tne identifica- 
tion c: hyperactive and vicrdravr. behavior in children. It is relative U 
simple to adr.iraster and contains a defined rating svster. Further 
verification of tne scale'^ reliability and validity are suggested. 
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Parer.t-Teac ner^uesticnr.aire < Conner*) 

The Parent-Teacher Questionnaire (P-TQJ (see Taole 3.A> was developed 
b> Ccnners ir. craer to or>jtair repeated assessrer.ts c: nvperactive 
behavior in children. It contains ten benavicral iters ard a final 
question w-i.-b as** for tr« le.el of sever it\ of the child's proble-. 

Tr e P-T: is a self-repcr: i* completed bv :*e pare-: or t~e 

.teacher arc i* general!: aotmisterec as a reassess-e-t -easure fcl^c-i-g 

z-zx ~ar:^pl,j; _a. rreatoe^t. T-e full P^re-c luest : -r.raire or Teaser 
.'-e^t::r.^:r c . s : • e :referrec ms; rure" : for intia. assess-ert. T^e 
?-T is trecciec a r c :a" Oe :~1 1 . ;c-r^:er io<ro . ?ati-c« ar^ race c — a 

*.a.e fr ~ 0 at ill t. 3 -er --cm , cerer.u.rg c t~e le.el 

:'e ."i.i - ; r ; : . e~ z z :*e ra^: veer ^r sir.e t~e la«t r a t * ~ ? . 
T' v ic- asse^-d - t*e ~-Tl ran^v- fro- arc: 3 to 15 vear«. 

< 

Ite-- „ r : - v '--Tr -ere se-e;tec fro* a-d cerlar ■«::- t ~e rarer : 
,'-cs:.*r*a:rv ir> t- t Teaser . -e*t icr.raire . T~e : :e~s '-ere fcurc to oe 
capao^t ^: ciscri-irjt in* -'.tt ract .*.e cnilcre^ frcr ~orral cnlcre- arc 
are sens. live t: ce~a\ icr charges relieving drug creairer.t. T v e P-TC ras 
cee-; repcrtec : - correlate v::- t~e rvperact ivitv factor cf tre \. 
Teacer ,.o:icrraire arc .9: ;-e -ean of toe ct~er factors cf t fe 

Teac-er questionnaire. 

The ?-TO is ar acec ite ir.strjre-t tor -s< :r. r.eoeatec reas^res of 
r.% perac t:\e bea.icr .r children. It ext re-el \ trie: arc r.as dercr.- 
stratec K;ep:a:.e le\el^ of re 1 la: 11 it', rltn _ts full scale counter: 
It provides a total store or 1-, , so cat rcre derailed mforratson cr\drug 
treatment changes carr.ot oe as:ertamtc. Tr.e invest leator nusf vreig- 
these costs against Cc tire-savire benefits a: forced r% tris ir.str-rert. 
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Hyperkineti c Rating Scale Ca.i:s 



the h>reri metic Patc-g Scale I-PS ( S ce Tarle 3- ' was :--.e:::c: 
by Davicb ir. cr^r to prt\ ite irvess^gr-tcr* ar cb;e^::ve rrccec-rr 

for assessirg :-e rr^it? and ' caV*c:«r isi .cs c: - pcrV-nesis. ' 1: ;s 
designee as a r^ear;-. tecjl arc 19 appjrcarle frr L*e ir. set- scrcc".:^ • 
and diagnostic st^.t^. , 

... • . 4 » . 

4 e ~?i :? ::".>cc: ci -e>c- . r f r c la:<. ?p%c . . al 1-. 

:-c \-:cr<:re:.. s r.cr:*;e. ~c 5;. - . rsr^ ;-e: ic :ra.:^ Ire • 1 -« :er- 
a:t.i.:.: - 5-:r: gjr : *~ : v~ a"- r.-r Fr-er 5 ;: - : rat : .r : 

3, # . . - ™:4?:vr^> ire I- sr..;:- ^ r'e.a- ~r„- : : * : s: : . 

.rr.tar...; , ar z 1 :\:.^:.t r rv 7" t t " : ; : e ~ c : ; e « ; 3 I ; * 
r r ^ ' - c . » r« , ' ^ ^e^'Cc". rf fe - - r e r ■ : - e t . ; 

S'.-.sr.-e a-: -e,: -ct : c ratcc \ . i-c: /ica.* _-far.l.ar -it- :^ chile's 
a.ace-:: p c r::r-a-; c . T- t .-ferret =a. 5e f e :ea;-rr. :ar^;, rr : : ~ e r 
pr.:"c^s;c-a: :r a rc-.t :c v-cr c — e ::e-^ 3-re ratec c~ a 

6-Cv ir: ^scale :\r:r ' r - : - less far rvs; c~ilcrer" re "=^c~ -ere : -ar res: 
cilcrc-. 7-e c:se:;e: :s as-ec :c rate :~e c~:lc frr t~e„ras; t-c vee^s 
ir c rs 3 ris:- : - c :e"3^-c: cisrla-ec b*. Cfcr r.cr-al mlcrer. 

Ccr.p le: icr t :-e :^ r. sre:::":cc r_t car. be excectec tc re aprrexiratel 
: :vc z;r. -:es 

r * ; . 5 - % s _=rr 1 r r. ;-e ra:i*vs cr : ~ e^ s ?x -\rerkire:ic itens 

Tctal-scrrcs c: -;rt are ccrs:derec irdtcat:-. e, c: -\ re rk:r.e<=is while 

secret ranger :r#r 1 5 t c C- are regarcec as s-sc :c icus . T^e scale -as 
reen .sef as a r re- arc ccs:-reas«r^ : e: : :.a: — . cr^z ;rea:rer: st^cie^. 
Tcac-cr ra:i-gs c: HRi -ere ccrrrarec :eac-er ratine ^ -r. 

Corners ?arer.:-Teac-cr ;^es : icrr.a: re , :r. a dz^z resrcr»se , ' = C ;- 

scales vere ar ±* :r c, : see rr. s ixi lar ^era% :c r resrc-r.se ratrerrs : r : 
st^d-, °Ssi£ges:ir.g sc~e cc- current \al:d::v for. :'~e ~$S. ' \ '** 4 

: ^^ ear " :: rc 2 «e:-l srreen-.r :~s:ru-er: fir '^ef^cer.ti- - 
ti: f ' C ' " r 'r«'<^e::c c-:l^rer.. 1: -as a;sc prc\er. :c be 4 ^-V;::v e 
tcwl rcr assess:-;: rersv:cr c'rarge :r. cirug treatrer.: c^r^c-e, 1 s:uc:*VSv 
Sc:ra:*.ve caid arc rel lanicc^ arc val:d::% :r.fcr~ar:rr. are % r.ct yet c* 
acecuate*. rut :-e r.ecessar-. ^researcr. appears rr re ur.dervavV. 



Arr.old,E, Huesti* R, S^eiczer ?, Scheib J , "^errrer D, Cclr.er G: 
Levcar.pnecac;:r.e *.ers i -s dextrranp^etazine in niniral brain dysfunction 
^replication, ti^e response, and^ differential effect bv' diagnostic 
groups and faiily rating). Arch* Cen *?svchiatrv 33-:' 29^-301^, J976. 

i • , > * 

Pavids A ' Ar rr'ective instrument 0 for assessing, hvperkinesis in 
children, g Learning Disabilities 35>37, 1971.' 



Davids' A: Personal cctzrunicat ion , 1979.* 



C 




rt . a: . c . 



i C » e .iT. < 1 1 t ' 

' t t ar \. e«t.~ 



^r-^c a: :**c se&'-ic*^ , scr irate c r*\ cne veeN, 

. < t ~ rt r v s z rc» i J"*, i it c e""cr. *- c r at t 
:S'C~<.c^ ^".cr t . ?t:e>*. ccrrelaticr ^o- 
ran Zc :yc~ . " n I-* . °- v-,er repcrtec rv 



der;rs:ra:c o/rjelaii-r^ c: .tl "'83, ^re-. re-rertec sv sex anc grace. 



7- MA.- - " arrears : arr "e ff.ciea: 
asse^Mr,,: arxirt c.^cre~. The ajt^t sj£ee<?t Cnat f*ie scale 
der.or * tr a: e« center: ;-a. ic i: - sir.ee ; :ie cistrl>u< icr of responses for 
t?t r.cr~a::% e sa~rle i*» : _ ~r 3iar L e c w that or rained frcn tne adult vej-s^er. 
The*. rep~r: trat t K t <=*a.e is a reliable ir.scrur.ert fcr assessing anxial^"- 
The s:ale has r.eer usee exte~.sivel> as a erasure of ar.xiecy in schocl-Iflvw 
cni.Jrer. and na< de-cr.st ratec sore aMlitv to differentiate airong 
emctionalU ill and normal children. 




77 



-63- 



REFERENCES : 



Castaneda A, McCar.diess L, Palerro D: The children's form of the 
manifest anxietv scale. Child Develop 27 : 317-326, 1956. 

Castar.eda A, Pai'erac DS , McCar.diess B: Corplex learning and per- 
formance as a functicn of anxietv ir children and task difficult. 
Child Develop 2j : 327-332, 

CV*er. EL, Zax M. Izzo LD , P>ros: >!A: Prevention of earotional dis- 
crcers ir. the si:o_l setting: A further investigation. T Consu lt 
?->, V-.- I 30: I96r. 

w cCar.dlc^ B, Castarecu : -\r..\i t :\ in children, school- achievement , 
ar.c intelligence cuctier.t. Chile Develop 27 : 378-382 , 1956. 



7S 




-64- 

Children 's Affective Rating Scale (Cvtrvn. & ^cKneuO 



The Children's Affective Racing Scale (CARS) (see Table 3B) was * 
developed b v Cytryn and > 4 cKnew as a means of evaluating the children of 
parents with a bipolar or unipolar .affective disorder. The ratine sca-le 
is completed b\ trained pre f es* lonals who have either conducted or ob- 
served a structured psychiatric interview with the thild. Areas of 
Lun.t i:nir.; covered tne psvbiatric interview include: school, friends, 
activities, farilv , Uar^> and anxieties, worries and cuni.err*s, self-ima2< 
mu^'J, pp* birul rem; lamts, acting out, rcilit* tes^mp, and fantasy. The 
LAR. is co~: se>- t l rce subs- ales, "iuod and behavior, verbal expression 
and Cartas'. TK . :ij is rated 0 to Q or each of th t three sub- 



Inirt- hi: art r iit\eii-ls and U bo; s) between tie ages of 5 and ' 
15 vi.rs uer t evaluated. Mult being interviewed, each ^hild wa\ also 
<°^ trci - fir iu^: a jre-wa s^r«.e:i h\ three additional raters. Agreement 
betuten cne rnurwc'* and two tf the observers for the subscales of the 
CAPs r-in^e: from .'1 to .93. The correlation between the CAR? a offline 
Chilean's Ps'^riatr^ Patmc Scale (also completed b> the sa*ne raters) 
was . ?7. > 

I'ie CA?* is m tU initial stages of instrument development. The 
term ir. ut ur^ <.dea and tne individual ratings are onh globally defined. 
No lnfurr.dtun provided ^n the time perspective that the interview 
addresses, and t; c instrument ha^ not \et met adequate psychometric 
rer;u A renents 0 
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Children's Depression Inventory (Kovacs, et al . ) 

The Children's Depression Inventory (CDI) (see Table 3B) was developed 
by Koyacscet al. as a t*ol for measuring overall' severity of depression, 
in children. Ic was based on the Beck Depression Inventory which* is a' ' 
depression rating scale used with adults. ' 

t 

k _ The CDI is designed primarily as a screening instrument and is 
^adirini/tered as a self-report to children between the ages of 8 and 13 * 
years. For younger children o^children with reading difficulties the. 
• interviewer read* the items with' tne. child* Children a re a*sked to select 
one sentence out of three which best descrJJ^thei during the past two 'C 
weeks. -Tnere are a total of 21 sets of items on a preceded forr. Scores 
range from zero to fift>-four; the higuer the Si :ore the* greater -the sev-* 
erity of disturbance. 



The CDI was administered to 35 clinic and 20 noncli^nic children , * 
between the ages of S^and 13 years. Analysis of these data yielded "an 
internal consistency coefficient of -.85 for the clinic children and .78 
for -the nonclinic children^ wi£h^rost^of the item int;er correlations , 
reaching statistical signi f j^geV^Mean CDI scores for clinic children 
were higher than Jor nor^ftTic children, but discrimination between the 
two populations coul>-rf6t vet be considered adeouate. ' Comparison of the' ' 
CDI with clinicaU^atings of depression yielded a correlation of .55. 
Jhe £DI did not correlate wett with a parent cuestionnaire (.20),' " ^ 
suggesting the need for f ur ther*ref inement . Preliminary data on'a 
Canadian sample of over 800 children yielded a mean score of 9.7 and a 
mode of 7.0.; On the basis of these data, the author suggested a cut-off 
of 19 or more- be used , to determine severe depression, and a score of 10 
or more should be considered indicative of mild depression or*psvchopath- 
ology. " * r 

The CDI is a brief screening tool for assessing depressive svmptoma- 
tology in children.^ Initial attempts to obtain reliability and Validity, 
data have been acceptable and some normative data are now available. ' ^ 
This instrument is still preliminary, however, and will recuire further 
Dest ing . 
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Louisvill e Fear S urvey for -Children (Miller, Barrett, Hampe & Noble) 
' — — _ 

The Louisville fear Survev for Children (LFSC) (see -Table 3B) was 
designed b> Miller, et al. to fcrmulate^and to determine the components 
of fear exhibited in children ages A through 18. The LFSC consists of 
81 iter.* whuh are rated on a i-p^mt scale ranging from "no fear observed" 
to "unrealistic .-r excessive fear." There are guidelines as to what con- 
stitute a ratTirv of "no fear" or an "unrealistic fear." The'lFSC is a 
self-report. It ;ar. he completed in approxinutelv 10 to 15 nirutes.% 
The inf <r w ar.\ rav U- ^Mr^nts, teacher^ , % or children. 

Ite LFS( test*. <J *.n 17 ^ rale in J female children, aged 6 -to 16 •* 

\trars One Hundred a-io ont of these children uere drawn from a nrinclir. lc t 
stttirifc, a Mi*, to*. adJ.ii nal 7 8 children were clinic children ul^o had 
been iJtPti"~uJ as p!i^ nu . Three factor dimensions were derived from 60 
of Uic Hi fe.ir iters. Iuentv-uiie of the fea$s*of the LFSC were found to 
be rare and insufficient data prevented analysis of these items. Fear of 
physical lnjur\ , fe<tr ^f natural c>r supernatural danger, and fear of 
pn\sudl stress are the three factor dimensions. The three factors wore 
fuund tc be a^e-relat ed . Fear ^f nature was found to decrease with age, 
while fear of ph\si*.al injury and fear of physical stress were more 
likel'. to exist at an earlv a^e and continue into adulthood. 

The fear surve\ appt^r- to be viable screening and information- 
obtaining mstrarpeiit. Pt. 1 iabi li t v data were not reported, however. 
There is >»^t question as tc who is* tie best informant about subjective 
fears, t v u parent or t're child. There is also some need to further 
ope rat lwr.dlizt behivior-* Minn are indicative of fear so that parents can 
rate behavioral equivalents of children's subjective feelings. More data , 
ulle.t^va is needci to furthtr evaluate this scale. • 
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Ins: r^r cr . ^ O&hen, e l a 1 . * ' 

J-.? Child Per # swn>i lit\ <\ alt- ACK^J '(oe^cr : ; t d in Sec tiori 3 !^ (.1 : ur ■! * 
Ps^ f ._ ?t v .t lo^;. iW k I 0 f this report) ha*? beer, used in eorWi^ti.' 

S V w;: t » Par^u ?\ rt CPPj , the flehavi^r ProKt^s jle (BP), tne [m; - t 
JV : opn*rTt tTJ 1 , trie Pregnane, PeUver^, and First v onth if 'Lit*, ^.i.t s ^ 
iPj^j arj, the Peer: Fa^il 1 irnn^<; Svale^CRK*). 1 Ttic-'i stales ar< - ' 
k rciertd in dtt<»il ^aaM- :n* • art^rvt designed t> as^e^ ps*. / -i . ' 
i- *ildr«" frat/tr; the\ ar*<" In st rur.tnts «hm -n* r>e used a- iJt*i; r.al 
r>< t rr«'. , tri. f . * in ruld ^'mwit ryse ir, t-. . \ ^.«r, ■» 

** - A > a U - "-j ' t ' i p t e r * <- t : . s . - H t ■ i n\ e s 1 1 >■ a 1 o r - . t < <. >w . . t ' ^* 



.'<['. "'^j. "J: . . t " l "•^-.tt'** 1 stlt-rtp ri w« m ^w t -^^ C w \r 
> r.e- ; irr:.* '» i 1 - 1 r » M s .la ' >. o*. s« A ra v \ < f <it<. > h rit - , - 

" * * r a r. rear:.. ( t 1 t . - I'li^rui a 7tp* mt > >Iv :r.*~ r ' tt.evir 

I -r 1 V 1 * l> - ' * c si-.Iar rati* - ;* is ~adt T vr t 1. r. :to* 
. n ' ■ : t n j! : »r-: 



V <* < - 



• r . Oi: an : a" , 



j*- Kf r'ut^r anal'. z*«A Lc^s reliaMt :t*er*» * e r tT> 
- i :'t f .iw 1 w r " s v a ] 1 :or~ vis ue_\ e 1 0 r ed . 1 n« r\- r^ 1 A 



^ ' * *• ~ • * •? 9»a*. k I'lSlfts O^'.^^ 1 t e ^ - Ccs^riM"^ 

pr • - ' * » t<» r t, *.r v t !«•: St v 1 sV I : -rrt*ort tt corrlettd v >- t 

^ - , ' - » 

;*»r*-*: ft ; rc. ^.^tt ^- J . Cnlior^r, art rated a «•-; l int 

^ r i*' :r - t .it ii.) t J lu-rv r^c 1 -'^ as to whether t l t\ hi<l\ naa 



Pt rir . - -1 icei; int. siv sf^tj^n-. Iht first .^tHt irr 

"•n^.nr- ~f .tt^-'ar' i». c^r^. « «.*ti j for«a A I ehiltirer. f l u second cn, tiiM v 
t n f, 'ir.-^ r » i'V- l "* c*"j.lttcd tor childrt:i 0V1 r tht -?pe ef 2i^onti.<;. 

1 r j ^_r:ai"- ^ J5 ittr* a^a is cosrplet^c for childrer ever tht a^t cf 
# 3>- r» T .:rLs- Set. - ■* tor.iai-^ 33 itens >nji is coTlpItlted for children 
■ ,.*r t v .v i A ;t ^; »o Zm.t f zt\-k. St^ri^n 5 contain'- '35 iters ard i«. completed 
f»r , '.^rtr . »er lit i»it of ^0 months. Stctior. 6 is cor/^leted for all 
children and ,jsrs the p irent to li<?t and rate thc^^r lou«nt'»»s of the 
'chil' 1 ^ 'jft)Ke!r> :: : previcusl\ mentioned. 0 

^ , Tne H; s^aie vas apjvirentiy derived for" use^Lrt twin-Is t ud ies since 
K l d<*i<7 c.at ^rat m^«; ^e 'made f" r the t ir«?t ^it;^ se%J b» rn tvm. ,ln- 

t un>4t t\i *• nu uata are rep- rted on the *df scale and no information cn 
Wfl f^*TT 1 tji <t>r valio^it'. testing was found. In addition, assignmeot uf 
iti^j- r<r the specific section an tUe scale was not made wj^h a " 

_^eadiiv apparent rationale. This" scale can onlv be considered i*» prelifn^ 
A riTi r v s^a>ie^ cf devt K*pr»ent, " pending further information on its usefulness. 




♦ 

" ** vin . r ^ev e lo;~e rt during ck First Year-* ci ijje . 1 ht w 1 t -ut^ 1 1 or.: 1 . • ; r e 
asl"» parents to c« ^ ^r* their hi Idren aiui rate tU leve 1 cf*^if:*ei- 

en:«? K-tvten t^t." itetr^ su. h ,«s k -ene;il Uilth, sUep, activities, and 
the rUt m«s arv t id*. o n ihiren rrvr ^:rth t.i 12 months, 13 !rc n .tb*» 

to'J-» -^nt . ar-.d - t ^ *eor^. The TP i* i sell- report and asks for 
ret r -?spe. t : v* bt.'v. i, r rati, 1 *;^. \c ip.t«?rrac icn on' t!n rcl 1 lit or 
vd'. : id rrr is a* til ah lv. ^ 
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ass'ife^i t«- ruv. car r t \c iiv«.s.*«f the re<~ 

v.ni.Jrtr., It is a s»«lr-r t rort ^i*. isl <* about -*?nt" *.haree*.' 
Jut*« t i^ns zvtcr t« f a~ . l>^~-""y s * -*sst«». oucr^.^ , pr<Me~^ vitN for^' . 
iilxn* ( «*> aiui-iV** * i r <: . T t^£ r k a.^j 'j^se^'-ev the ro< pendant ' s percepts 
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PURPOSE: . 1 
Diagnostic 
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TABL£ iA- CHARACTERISTICS OF ASSESSMENT INSTRUMENTS 
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X 
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X 
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X 
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